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High tolerance in 
massive dosage 


Salceetol permits high salicylate dosage, 
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Preoperative treatment 


Obstetrics 


Sopental 


(Pentobarbitone Sodium-Petersen ) 


is indicated 


SOPENTAL is the mono-sodium derivative of 5-ethyl-5- 
(l-methylbuty!)-barbituric acid. 
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acting barbiturates, but its duration of action is short. 


INSOMNIA. In those cases of insomnia where the patient 
experiences difficulty in getting off to sleep, SOPENTAL has an 
advantage over other barbiturates, since its short action is less 
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morning following administration. The normal dosage employed 
is one or two tablets (in the average patient one tablet is sufficient) 
immediately before retiring. 


PREOPERATIVE TREATMENT. SOPENTAL may be used 
as a basal anaesthetic prior to surgical operation, its sedative 
effect minimising the amount of general anaesthetic required. In 
these cases the normal procedure is one tablet the evening before 
operation, a further tablet two hours before, and, if necessary, 
a third tablet one hour before operation. 


OBSTETRICS. SOPENTAL may be employed for the pro- 
duction of obstetrical amnesia, where the optimum dose is that 
which reduces pain without depressing uterine contractions. 
Here it is usual to start with one tablet at the commencement 
of labour, repeating the dose, when necessary, up to a maximum 
of five tablets. 
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INTRATHORACIC LIPOMA 


REPORI 


E. H. Fine, M.B.. B-Cu 


C.S..R. Research Unit, Kine George 3 


intrathoracic lipomata are relatively rare and as far as we 
are aware this is the first report in South Africa of such an 
occurrence. In 1783 Fothergill described the first intra- 
thoracic lipoma and up to date 59 cases have been 
quoted in the literature. We present the following case 
report and brief discussion of this condition in an adult 
Native male. 


CASE REPORT 


S. G., a Native labourer aged 28 years was found on a 
mass X-ray survey to have a rounded opacity at the apex 
of his left lung. 

He had no previous symptoms, but on close questioning 
he admitted having pain medial to the left scapula when 
working hard with a pick and shovel. He gave no his- 
tory of any trauma to that area. 


Fig. J. Apical X-ray demonstrates rounded mass with bony 
trabeculations fanning out from 2nd and 3rd ribs. Left 
side 


SO9 


and G 


\ CASI 


A. Joupert, MLB. BCH 


Hospital, Durban 

Condition on Examination, General condition good. On 
external examination no abnormal masses were detected. 
No palpable glands were present. Percussion of his chest 
revealed dullness at the left apex posteriorly with slightly 
diminished air entry over that region. No other abnormal 
clinical findings were noted. 

X-Ray Investigations. P.A. X-ray of the chest demon- 
strated a large rounded well-defined mass (with linear 


Fig. 2 Left diagnostic artificial 


tumour unattached to lung. 


pneumothorax shows 


tb. 


S.A 


Fie. 3. Tomograms taken at 3 and 5 cm. of left upper zone. 


calcification) at the left apex. On an apical view this 
calcification was seen to be radiating from the postero- 
inferior border of the 2nd rib. The lateral X-ray showed 
this mass to be situated in the posterior superior region 
of the thorax. Bronchography showed no involvement 
of the bronchi or the lung parenchyma by the tumour. A 
diagnostic pneumothorax confirmed this and revealed a 
free pleural space between tumour and lung. Barium 
swallow, P.A. and lateral tomography were performed but 
did not assist in the diagnosis 

Other investigations. Wassermann 
Blood count normal. Blood 
per hour (Cutler) 

Clinical Diagnosis. Neurotibroma 

Operation Report (Mr. Aubrey Radtord). 18 February 
1982. A part of the tumour was found lying outside the 
thoracic cavity under the latissimus dorsi muscle. It had 
not invaded the muscle. The 4th rib was removed and 
it was then tound that the lung was free and the tumour 
attached posteriorly to the 2nd and 3rd ribs. The Ist 
and 4th ribs were not involved and the mass passed 
through the Ist, 2nd and 3rd intercostal spaces. Four-fifths 
of the tumour was inside the chest. The posterior ends 
of the 2nd, 3rd and 4th ribs with neck and head were 
dislocated and removed with the tumour (the 4th rib was 
removed for access). The tumour was found adherent 
to the lower edge of the stellate ganglion. The sympathetic 
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lig. 4. Ribs 2 and 3 lett side with newly formed bone seen 
anterio-posteriorly, after the fatty trssue had been removed 


chain was cut at this level. The 2nd and 3rd ganglia 
were attached and were removed with the tumour. The 
sympathetic chain was also cut between 3rd and 4th 
ribs. The apex of the lung contained numerous air cysts. 


Pathologic al Report 


(a) Macroscopic Appearance. rounded lobulated 
vellow mass measuring 10 x 7 x 10 cm. The greater 
part of the surface appeared smooth and encapsulated 
Portions of rib were partially embedded in the posterior 
superior part of the tumour. Some large bloodvessels 
were present on the surface of the tumour in the vicinity 
of the ribs. The mass floated in normal saline. 

Cut Surface. Yellow and contained lobules, some ot 
which were firm and some very soft. There was a 
trabeculated bony mass about 5 x 4 x 6 cm. continuous 
with the removed portion of the 2nd rib. The bone had 
been formed into an irregular and jagged pattern with the 
intervening spaces filled with lobules of tumour tissue. 

(b) Microscopic Appearance. A section showed fatty 
tissue covered by a layer of fibrous tissue in which there 
were patchy haemorrhage and lymphocytic infiltration. 

Opinion: Lipoma 

Progress. Post-operative recovery was uneventful. A 
recent follow-up (12 May 1953) shows the patient to be 
fit and well, working as a night watchman. The chest 
X-ray is clear 
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DISCUSSION 


Classification. In 1933 
lipomata into 3 groups 

(1) Those lying entireiy within the thorax. 

(2) The dumb-bell variety, Le. with a portion protruding 
through an intercostal space. 

(3) The superior mediastinal type which pass into the 
base of the neck 

Fulde - groups: 

(1) Those entirely intrathoracic. 

(2) Those with intra- and extrathoracic parts 

Recently Keeley modified this classification into 

(1) Those lying entirely within the thoracic cage 

(2) Dumb-bell thoracic lipomata with intra- and extra- 
thoracic portions. 

(a) Cervico-mediastinal : 
tinum into the neck. 

(b) Transmural: passing through the chest wall— 
usually an intercostal space. 

The most common group is the completely intra- 
thoracic type, of which 43 have been described. Sixteen 
dumb-bell lipomata have been reported, 10 being trans- 
mural and 6 cervicomediastinal. 

Intrabronchial lipomata have also been reported.‘ These 
will not be discussed: the symptomatology and physical 
findings are similar to those produced by any intrabron- 
chial growth causing obstruction. 

Diagnostic Signs and Symptoms. Unless a palpable mass 
presents through the bony thorax, as in the advanced 


Heuer: classified intrathoracic 


recognized 2 


passing from the medias- 


dumb-bell type of tumour, the clinical diagnosis is difficult. 
Pressure symptoms depending on the size and position of 


the lipoma are frequent. Dyspnoea on exertion, a non- 
productive cough and a feeling of oppression are the most 
common. 

Positive physical findings usually include dullness and 
diminished air entry over that part of the chest occupied 
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by the tumour. Asymptomatc intrathoracic lipomata 
have lately been discovered by mass X-ray. 

Investigations. The correct diagnosis is as a rule made 
at thoracotomy. Only 6 cases have been diagnosed pre- 
operatively. Needling of the mass with the withdrawal 
of fatty tssue accounted for 4 correct pre-operative 
diagnoses Thoracoscopy has also been performed 
X-ray findings do not materially aid the diagnosis, but the 
presence of lobulations within the growth, have been asso- 
with lipomata Apical X-rays, broncho- 
graphy and tomography are all undertaken as an aid to 
diagnosis \ valuable procedure in determining intra- 
pulmonary involvement is an artificial pneumothorax. 

In the present case-report calcification is noted within 
the mass. We presume that this newly formed bone, 
originating trom the 2nd and 3rd ribs on the left side, 
is secondary to irritation of these ribs by the expanding 
lipoma. 


ciated these 


SUMMARY 


(1) A case of a transmural dumb-bell thoracic lipoma ts 
presented in view of its great rarity and difficulty in pre- 
operative diagnosis. 

(2) A brief review of the literature and clinical findings 
are discussed. 


We wish to thank Dr. B. A. Dormer for his advice and for 
permission to publish this case report. We are grateful to 
Drs. A. M. Beemer and G. Martinaglia for the pathological 
reports and to Mr. D. J. Mostert for the photographs. 
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ABSTRACTS 


Dickson, Diveley and Kiene (1953): 
Osteomyelitis, Arch. Surg., 66, 60. 


Subacute and Chronic 


In 104 cases of subacute and chronic osteomyelitis. in which 
140 débridements and primary closures were carried out, a 
total of 117 or 83.5% healed by primary intention, i.e. by 
direct union of the parts without intervention of granulations 
Emphasis is placed on injection of the draining sinus with 
methylene blue followed by a thorough débridement, insuffla- 
ton of a thin layer of sulphathiazole powder. and careful 
primary closure. It was found that when penicillin was used 
systemically and sulphathiazole locally, the percentage of 
primary healing was clearly higher than when sulphadiazine 
or sulphathiazole was used systemically in conjunction with 
local use of sulphathiazole. It is naturally preferable that 
the agent used systemically should be adapted to the type 
of predominant organism present. If there is uncertainty on 
this point the use of penicillin before and after operation is 
preferred. The recommended penicillin dose is 400,000 units 
every 4 hours on the day preceding surgery and for 12 days 
after surgery, if penicillin is the indicated drug, or if no 
predominant organisms have been cultured. The use of 
Staphylococcus toxoid to prevent recurrences may sometimes 
be in order. 


Wimsett (1952): Chemotherapy of Urinary Tuberculosis, 


Edinb. Med. J., 59, 573. 


In this study of tuberculous disease of the urinary tract 
streptomycin was given to 70 patients in two 0.5 gm. intra- 
muscular injections daily for 90 days. A control group of 
67 other patients received general medical treatment similar 
to the streptomycin-treated group with the single omission 
of this antibiotic. While streptomycin cannot be recommended 
to take the place of surgery and should not be used as a 
routine where urinary tuberculosis is not amenable to surgery 
it may be of value before and after surgical treatment. It 
is beneficial in secondary tuberculous cystitis. In _ patients 
with a unilateral renal lesion in whom the affected kidney 
had been removed cystitis subsided and the urine became 
negative for T.B in a substantially larger number of cases 
where streptomycin was used than where it was not. Com- 
bined therapy with streptomycin and PAS seems to afford 
greater protection to the contralateral kidney than strepto- 
mycin alone. It is the author's opinion that chemotherapy is 
helpful in the treatment of early renal tuberculosis, and is 
notably useful in protecting the contralateral kidney and im- 
proving the condition of the bladder in secondary tuberculous 
cystitis following nephrectomy 
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VAN DIE REDAKSII 


PSIGOLOGIESI 


SIEKTI 


IN SUID-AFRIKA 


Psigiatrie is nie ‘n nuwe vertakking van geneeskunde nie, 
of hospitale vir sielsiekes ‘n nuwe ontwikkeling nie. Die 
erkenning van psigogeniese oorsake van fisiese Kwale is 
ook nie ‘n moderne idee nie. Nogtans is daar in die laaste 
jare ‘a toenemende mate van aandag gewy aan die belang- 
rikheid van psigologie en psigiatrie in algemene genees- 
kunde; en nie slegs in algemene geneeskunde nie, maar 
ook in snykunde, ginekologie, pediatrie en ander vertak- 
kings van geneeskunde. Dit ts een van die redes waarom 
psigologiese geneeskunde ‘n meer belangrike rol speel in 
algemene hospitale as voorheen. ‘n Ander rede vir die 
intrede van psigiatrie in die algemene hospitaal word in 
moderne metodes van vroeé behandeling van psigiatriese 
toestande gevind. Vir baie redes is dit dikwels beter om 
sulke behandeling by ‘n algemene hospitaal toe te pas, as 
om die pasiént vir die doel tot ‘n sielsieke gestig toe te 
laat; en, nieteenstaande die moeilikhede wat voortspruit 
uit die verdeling van verantwoordelikheid vir liggaamlike 
en geestelike Kwale tussen die Unieregering en die pro- 
vinsiale administrasies, word ‘n toenemende hoeveelheid 
van hierdie soort werk by die provinsiale hospitale gedoen. 

Met laasjaar se Suid-Afrikaanse Mediese Kongres was 
‘n voltallige sitting aan die onderwerp van Psigologiese 
Siekte gewy, en in die verhandelinge wat met hierdie vol- 
tallige sitting gelees is (dit word in hierdie uitgawe van 
die Tydskrif gepubliseer) was baie aandag gewy aan die 
plek van psigologiese geneeskunde en psigiatrie in alge- 
mene hospitale, met inbegrip van die opleidingshospitale. 
Dit was oor die algemeen deur die sprekers besef dat ‘n 
kennis van die psigologiese element by psigosomatiese 
siekte, vir algemene praktisyns en vir spesialiste in die 
verskeie vertakkings van geneeskunde en chirurgie, asook 
‘n kKennis van die psigologiese behandeling vir sulke on- 
gesteldhede, belangrik is. Dit was ook besef dat spesialiste 
in pSigiatne, in samewerking met die spesialiste in ander 
vertakkings van geneeskunde by die behandeling van 
pasiénte in aleemene hospitale ‘n belangrike rol het om te 
speel 

Dit was daarop gewys dat terwyl die psigiater welkom 
is in die algemene hospitaal wanneer daar met die neurose 
wat gepaard gaan met liggaamlike siekte gehandel word. 
is gevalle met psigiatriese siektes nog onwelkom daar; en 
selfs in die neuropsigiatriese afdelings word die toelating 
van psigiatriese gevalle ontmoedig of belet. ‘n Sterk plei- 
doot was gelewer vir voldoende voorsiening by algemene 
hospitale vir die observasie en behandeling van sekere 
psigiatriese gevalle, en vir die verwydering van die verskil 
tussen siel en hggaam, met die behandeling van siekte 
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PSYCHOLOGICAL ILLNESS IN: SOUTH AFRICA 


new branch ol 
a new development. 
psychogenic causes of 


Psychiatry is not a 
hospitals 


mental 
Nor 1s the recognition ot! 
physical ailments a modern idea 
Nevertheless, in recent years a growing amount of atten- 


medicine, or 


tion has been directed to the importance of psychologs 
and psychiatry in- general and not 
general medicine, but surgery, gynaecology, 
paediatrics and other branches of medicine. This is one 
of the reasons why psydaological medicine is playing a 
more important part in general hospitals than formerly 
Another cause for the entry of psychiatry into the genera! 
hospital is found in modern methods of early treatment of 
psychiatric conditions. For many reasons it is often better 
to apply such treatment at a general hospital than to 
admit the patient to a mental hospital for the purpose: 
and, notwithstanding the difficulties arising from the 
division of responsibility for bodily and mental ailments 
between the Union Government and the provincial 
administrations, a growing amount of work of this kind ts 
being done at the provincial hospitals. 

At last vear’s South African Medical Congress a plenary 
session was devoted to the subject of Psychological Illness, 
and in the papers read at this plenary session (published 
in this issue of the Journal) much attention was paid to the 
place of psychological medicine and psychiatry in general 
hospitals, including the teaching hospitals. It was generally 
recognized by the speakers that a knowledge of the 
psychological element psychosomatic disease was 
important to general practitioners and to specialists in the 
various branches of medicine and surgery, and also a 
knowledge of the psychological treatment of such 
disorders. It was recognized too that specialists in 
psychiatry had an important part to play in the treatment 
of patients in general hospitals in consultation with the 
specialists in the other branches of medicine. 

It was pointed out that while the psychiatrist is welcome 
in the general hospital when dealing with the neuroses 
that are associated with physical illness, with 
psychiatric illness are still unwelcome there; and even in 
the neuropsychiatric departments the admission § of 
psychiatric cases is discouraged or forbidden. A strong 
plea was made for adequate provision at general hospitals 
for the observation and treatment of certain psychiatric 
cases, and for the removal of the division between mind 
and body in the treatment of disease 
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_ 


‘Yet throughout, 


chronic ear infections are a constant problem. 


No single drug is effective —even the antibiotics 


a 

are rarely satisfactory. SUMMER ~ 
~ 

. 


is formulated to DEODORIZE 
LIQUEFY DEBRIS 
DECONGEST 
FACILITATE DRAINAGE 
Z “Lp and is active against a wide range | 


of organisms. 


Further information is obtainable from — 
BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 Commissioner Street, Johannesburg. P.O. Box $788. Telephone 23-1915 
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Sedative 


in Bronchial ASTHMA 


TRISAN — Homme! is an established agent in the 
symptomatic treatment of bronchial asthma and related 
states. It combines in its formula both sedative and anti- 


= 


spasmodic drugs of recognized performance 


COMPOSITION Py sicians experienced in asthma have 
long recognized the value of concurrent prescription of Potassium 

lodide and Chloral Hydrate; a small dose of Soluble Barbitone 
is added as a sedative adjuvant to enhance their therapeutic 
effect. Trisan therefore comprises — 


lodide of Potassium B.P. 6.03", 
Chloral Hydrate B.P. 
Barbitone Sodium B.P. ...... 0.24", 
Excipient ad 100,00°, 


CLINICAL INVESTIGATION shows thar 
Trisan produces spasmolysis and relief of expectoration in 
nocturnal asthma; its sedative component satisfactorily 
encourages sleep and provides an additional value in 
asthma complicated by hypertension. 


INDICATIONS fiisan is indicated in bronchial 


asthma, especially nocturnal ; certain types cf hypertension: — y 
allergic diathesis. It is contra-indicated in iodine allergy 
and hyperthyroidism 


DOSAGE Four 8. drachms in $ tumblerful of fluid during 


attacks or before retiring; prophylactically: | to 2 fl. drachms 


nightly for 2 to 3 weeks 


PACKING Standard: Bottles of 4. Dispensing : 16 oz. 
Trade Mark Not publicly advertised 
HOMMEL’S HAEMATOGEN & DRUG CO. = 
12! NORWOOD ROAD, LONDON, S.£.24 
Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 
P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH - P.O. Box 266. DURBAN, NATAL 


P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 
P.O. Box 1102. BULAWAYO, Southern Rhodesia + P.O. Box 379. SALISBURY, Southern Rhodesia 
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Die toenemende belangrikbeid van die neuropsigiatriese 
afdelings in die opleidingshospitale het ‘n verskil van 
mening omtrent die onderrig van studente in 
psigiatrie, tot gevolg gehad. Tot hier toe was onderrg in 
geestesgebreke gegee deur die geneeshere van die inrigtings 
vir Sielsiekes, waar die gevalle wat gedemonstreer moet 
word, te vinde is. Daar 1s aspekte van neuropsigiatrie 
waarin daar in die algemene hospitaal, en deur die neuro- 
psigiatriese afdeling daar, beter onderrig gegee kan word 
Dit sal mie die psigiatrie van die inngting vir 
vir die mediese student enigsins minder belangnk maak nie 
en die antwoord tot die probleem ts om die onderng op 
beide gebiede vir hom moontlik te maak 

Soos in die meeste vertakkings van geneeskunde ts daar 
n tekort aan akkommodasie in die inrigtings vir sielsiekes. 
veral vir nie-blankes. Dit is ‘n onderwerp wat vir baie 
jare herhaaldelik aangevoer is, en dit was weer met hierdie 
voltallige sitting genoem. Die hospitale vir geestelike 
verstoordes is oorvol, en die vertraging wat dit met die 
toelating van nuwe gevalle meebring, veroorsaak groot 
ontberings en bemoeilik die admunistrasie geestes- 
gesondheid. Ooglopend in die tekort is akkommodasie 
vir nie-blanke swaksinniges. Vir hierdie soort van geval 
word daar hoegenaamd geen spesiale voorsiening gemaak 
me. Soms word hulle toegelaat tot die hospitale vir nie- 
blanke  sielsiekes, om  sodoende die onvoldoende 
akkommodasie vir laasgenoemde klas van geval nog verder 
ult te put, en ‘n onwenslike vermenging van tipes van 
geestelike verstoordes te veroorsaak: maar die oorgrootte 
meerderheid van nie-blanke swaksinniges, van alle grade, 
word tuis gelaat, tot ernstige nadeei van hulleself, hulle 
families en hulle gemeenskap. Vir die laaste 30 jaar is 
daar aanhoudende vertoé tot die Unieregering gerig 
omtrent hierdie ooglopende gaping in die hospitaaldiens 
vir geestesgebrekkiges. 
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Ihe growing importance of the = neuropsychiatric 
departments in the teaching hospitals has given rise to a 
divergence of view about the teaching of psychiatry to 
Hitherto mental disease has been taught 


by the physicians of the mental hospitals, where the cases 


medical students. 


to be demonstrated are to be found There are aspects 


of neuropsychiatry that can be better taught in the 
general hospital and by the neuropsychiatric department 
there. make the 
hospital any 


the answer to the 


This will not psychiatry of the mental 
student, 


teaching 


less important to the medical and 


problem ts to make and 
experience in both tields available to hin 

As in most branches of medicine there 1s a shortage ol 
accommodation in the mental hospitals, especially for non 
Europeans. It is a subject to which reference has been 
repeatedly made for many and it again 
mentioned in this plenary session. The hospitals for the 
mentally disordered are overfull, and the delay that this 
involves in the admission of new cases causes great hard 
ship) and hampers mental health administration. 
Conspicuous in the shortage 1s accommodation for non 
European mental defectives. For this class of case no 
special provision is made at all. Occasionally they are 
admitted to the hospitals for non-European mentally 
disordered, thus further depleting the insufficient accom- 
modation for the latter class of case, and producing an 
undesirable admixture of mental types; but the vast 
majority of non-European mental defectives, of all grades, 
are left at home, to the grave hurt of themselves, their 
families and their community. For the past 30 years 
continuous representations have been made to the Union 
Government concerning this conspicuous gap in the mental 
hospital service. 


years, was 


PSYCHOLOGICAL ILLNESS IN SOUTH AFRICA: THE PROBLEMS OF 
TREATMENT AND CARE 


THE PSYCHIATRIST’S POINT OF VIEW®* 


A.ice Cox, M.D. 
Johannesburg 


As the organic tradition in medicine gives place to the 
concepts of stress and adaptation the line between mental 
and physical illness becomes less rigid. The family doctor, 
so long alone in appreciating the effects of circumstances 
upon his patients, is now supported by his specialist 
colleagues in the holistic approach to illness. 

The paediatrician interests himself in the mother’s 
attitude to her infant as well as in the food she gives him: 
the physician thinks psychosomatically and the surgeon 
operates on melancholics and obsessional neurotics. The 


* The opening paper at a Plenary Session on this subject at 
the South African Medical Congress, Johannesburg, September 


psychiatrist, no longer limiting himself to custodial care 
for long-term cases in mental hospitals, now works in the 
wards and out-patient departments of general hospitals 
and in clinics dealing with the physically handicapped. 
The psychiatrist's intrusion into the general hospital is 
welcome when he helps with the disposal of toxic or 
exhaustion celiria and when he assists in the treatment 
of the more respectable neuroses, such as anorexia 
nervosa, recurrent insomnia and peptic ulcer 
syndromes. He is found to be extremely useful in the 
out-patient departments when he treats the occasional 
hysterical palsy or aphonia and when he concerns himself 
with the chronic epileptics and the milder anxiety states. 
In the children’s hospitals he is permitted to interest him- 
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self in the long-standing enuretics and in the occasional 
stammerer, but it is when he seeks to help his less respect- 
able patients that he encounters opposition both in adult 
and in children’s clinics 

In most big centres the study and treatment of behaviour 
disorders in children have been developed apart from the 
hospitals and various lay bodies and psychologist associa- 
tions have opened child guidance clinics throughout the 
country. The general hospitals, too, have stressed this 
artificial division between mind and body and assumed the 
policy that any illness which is fundamentally psychologi- 
cal must be treated elsewhere. Even where neuropsychiatric 
and neurosurgical departments have been established the 
admission of certain cases is discouraged or forbidden. 
Patients must not be conspicuous in appearance or in 
behaviour—sex difficulties and most behaviour abnormali- 
ties are unwelcome and certainly addictions to alcohol and 
drugs must be excluded. Again and again hospitals will 
give time and care to the treatment of neuritis or hepatitis 
arising from alcoholic excess and will discharge the patient 
without giving any attention to the underlying addiction. 
Countless patient days are wasted in the repetitive treat- 
ment of symptoms without attention to the underlying 
cause, if that cause is * psychological’. A case which 
recently came to my attention in a Supreme Court action 
had for 6 years spent endless months in innumerable 
hospitals having medical and surgical attention (including 
7 abdominal operations) for a condition which almost 
purely and simply a drug addition. 

A similar wastage of hospital accommodation is entailed 
in the refusal to admit to ordinary hospitals the early, 
quickly-recoverable cases of depression which at present 
must wait until they are so gravely ill that mental-hospital 
or chron‘c-sick beds must be found for them. 

Although of recent years the treatment of melancholia 
has become more and more effective suicides still occur 
and can often be attributed to the difficulties of securing 
this treatment. The delays of hospital admission are 
rarely so dramatically fatal as in this condition, and it ts 
easy to understand the frustration of the psychiatrist 
who constantly meets on the one hand reluctance of the 
general hospital to admit a case and, on the other, reluct- 
ance of the relatives to agree to a mental hospital. 

Observation facilities for cases of psychological illness 
or for cases of physical illness with psychological com- 
plications are sadly lacking. The difficulties of prophesying 
the probable duration of a toxic or exhaustion delirium 
ire not catered for. <A brief delirium in a case of enteric 
tever or of cardiorenal disease often entails transfer to 
another town to a mental hospital, very much against the 
best interests of the patient. Neuro-surgeons can rarely 
secure the observation they need to determine whether or 
not a patient suffering from depressive or obsessive- 
compulsive neurosis would benefit from leucotomy. 
Psychotherapists are frequently handicapped by the lack 
of early, temporary supervisory help in deciding which 
cases can be treated in out-patient departments and which 
require prolonged nursing and medical support. Patients 
who would benefit from high-dosage insulin therapy must 
often wait at home until a schizophrenic illness has 
developed to a certifiable condition before they can receive 
treatment of any kind. 
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It reasonable observation units were available in 
association with general hospitals acute short-term 
psychological complications could be nursed; early treat- 
ment of recoverable cases could be undertaken; many 
borderline conditions could be identified and suitably 
directed, and urgently required treatment could be secured 
before chronic and hopeless conditions supervene. Such 
observation facilities would also permit the conserving of 
hospital accommodation by the early direction of suitable 
cases to work colonies or inebriate retreats, and by the 
arranging of invalidity grants for certain patients rather 
than hospital beds. 

Before its amendment in 1944 the South African Mental 
Disorders Act visualized the provision of such facilities at 
general hospitals and provided a framework for co-opera- 
tion between the Union Government and the Provincial 
authorities. This chapter was never implemented and 
its complete revision in 1944, although introducing much 
needed and much appreciated provision for the admission 
of temporary patients to the mental hospitals, has never- 
theless underlined the division of responsibility for medical 
care between the Union and Provincial authorities. The 
bodies go to the Provincial hospitals, the minds to the 
Union hospitals, and, apparently, never the twain shall 
meet. 


This concept of body and mind in medicine must cease- 
in the scientific world it is already completely outmoded— 
and it is more than time that the hospital authorities 
should cease to insist on a division of responsibilities. 
Co-operation is long overdue and to stress this fact is the 
tirst consideration of this plenary session. 

The second, and almost equally important, concern is 
to bring before the profession the inadequacies of our 
mental hospitals and our institutions for the mentally 
defective. Overcrowding and understaffing of hospitals 
have become a commonplace of medical experience but 
nowhere are these problems more urgent than in our 
mental institutions. The difficulties of securing accommo- 
dation, especially for female cases, are deplorable and 
the frequent use of police cells as a substitute for mental 
hospital beds needs only to be mentioned to arouse the 
condemnation it deserves. Less dramatic are the long 
waiting lists for admission to the institutions for mental 
defectives, where delays of 1, 2 or 3 years are still 
frequent. 

It is probably accommodational and staff difficulties that 
have given rise to the constantly-recurring controversy 
about Class VI of the individuals subject to be dealt with 
under the Mental Disorders Act. Psychiatrists, whether 
they are in competitive or in institutional practice, are 
usually at one about the need for treatment, supervision 
and care for certain types of psychopathic personality. It 
is unlikely that the psychiatrist in practice would seek to 
secure mental hospital accommodation for anyone whose 
detention was not required in terms of his own safety 
or in the public interest. 

To sum up: The vast majority of the problems of care 
and supervision of the psychologically ill in South Africa 
depend upon accommodational and staffing difficulties 
and upon the division of responsibility between two 
authorities. 
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FACILITIES AVAILABLE FOR TREATMENT IN MENTAL HOSPITALS 


WITH BRIEF REFERENCE 


TO EXTRA-MURAL WORK DONE BY GOVERNMENT PSYCHIATRISTS* 


R. VERMOOTEN 


Commissioner for Mental Hygiene 


Many years ago mental hospitals were called asylums, 
meaning they were regarded as places of refuge or 
protection; as ime went by the name ‘asylum’ fell away 
and was replaced by ‘mental hospital’ and later 
‘hospital’. The change of name coincided more or less, 
with the introduction and advancement of treatment. 
Many people still refer to mental hospitals as asylums 
and regard them as such. 

Twenty-six years ago, when I joined the Mental Hospital 
Service, there were certain wards called * refractory-wards * 
which one was afraid to enter; they contained a seething 
mass of yelling humanity. Patients were often placed in 
restraint and in seclusion, large quantities of hyoscine 
mixture, hyoscine injection, chloral hydrate, bromide, 
barbiturates and paraldehyde were dispensed. I think 
many of the patients suffered from a toxic psychosis in 
addition to the psychosis which was the cause of their 
being admitted to the hospital. (At present we occasion- 
ally admit patients from general hospitals suffering from 
a toxic psychosis caused by barbiturates). 

When, a few years later, all drugs were stopped except 
paraldehyde given occasionally when absolutely necessary, 
and the patients were encouraged to occupy themselves 
and were given as much freedom as possible, the 
‘refractory’ wards were no longer used as being such 
because we had very few ‘refractory’ patients. Patients 
are no longer placed in restraint, straight-jackets are 
obsolete and it is rarely necessary to place patients in 
seclusion. 

In the mental hospitals there are facilities for the treat- 
ment of all forms of mental disorder. Our one object is 
to treat a patient as soon as possible after admission and 
to discharge him as soon as possible. Every effort is made 
to prevent those who do not respond to treatment from 
deteriorating mentally. All modern forms of treatment 
and applied and, in fact, Weskoppies Hospital, Pretoria, 
can be regarded as the pioneer of modern treatment in 
the Union; for example: 

a. Malarial treatment for general paralysis of the insane 
was started in this country in 1923 and for this we had to 
thank Dr. A. Pijper. All G.P.I.’s in the Union who have 
received malarial treatment have been treated at Weskoppies 
with the exception of a few who have been treated at Tara 
with malarial blood obtained from Weskoppies. 

b. Insulin shock therapy, for the treatment of dementia 
praecox, was introduced to Great Britain and the U.S.A. in 
1936 and to South Africa in 1937. One of our medical officers 
who had studied the treatment under Sakel, in Vienna, started 
the treatment at the Weskoppies Hospital on 22 March 1937, 
and soon it spread to the other mental hospitals. Last year 


an outstanding thesis was written by one of the mental! 
hospital doctors, A Reveiw of Insulin Shock Therapy in South 


*A paper read at a Plenary Session on the subject Psycho 
logical Illness in South Africa The Problems of Treatment 
and Care, at the South African Medical Congress. Johannes- 
burg. September 1952 


African Mental Hospitals, tor which he obtained the M.D 
degree cum laude. 

c. It was in the mental hospitals that shock-treatment was 
given before it was used elsewhere in the Union. 

I am mentioning these facts to show that doctors in the 
Mental Hospital Service are alive to modern treatment 
and do not lag behind in procedures which will benefit 
the patients. Mental hospitals are not mere asylums or 
dumping grounds for irrecoverable conditions, which some 
people seem to think they are. 

Research work is also done and we have in our Service 
a man who its renowned for his work in genetics and 
electro-encephalography. He has written two brilliant 
theses—one entitled Electro-Encephalographic Support for 
the Heredito-Constitutional Organic View of Schize- 
phrenia, for which the M.D. degree cum laude was con- 
ferred on him and the other, The Electro-Encephalogram 
in Manic-Depressive Psychosis for the Ph.D. degree. 

Forensic Psychiatry. At all the mental hospitals facilities 
are available for the examination and observation of 
people who have committed crimes and have been referred 
to a mental hospital by the courts for an opinion on their 
mental condition. During 1951, 326 were admitted for 
observation and during 1950, 304. 

Mental Defect. There are 3 institutions for mentally- 
defective patients, viz. the Alexandra Institution at Mait- 
land, Cape, the Witrand Institution at Potchefstroom and 
the Umgeni Waterfall Institution at Howick, Natal. At 
the Alexandra and the Witrand Institutions there are 
School Sections for educable types and patients are taught 
various forms of occupation, e.g. woodwork, tailoring, 
gardening, farming, leatherwork, metalwork, tapestry, 
raffiawork, etc. The excellent work done by many of the 
patients is astounding. Imbeciles with an 1.Q. under 50% 
do work which a normal person with an LQ. of 100% 
and over would find exceedingly difficult. In the * Doctors’ 
Hobbies * section of this Congress you will see an exhibit 
of work done by the patients at the Alexandra Institution. 
The Umgeni Waterfall Institution is a new institution and 
has not yet all the facilities available for training and 
teaching of patients. 

Other Facilities for Treatment. At all big centres where 
there is a mental hospital a great deal of extra-mural work 
is done. For example in Pretoria the Mental Hospital 
staff undertakes psychiatric work at 

a. the General Hospital, including a weekly psychiatric 
out-patient clinic, 

b. the Military Hospital, Voortrekkerhoogte, 

. Clinics of the Mental Hygiene Society, 

. school clinic, 

. Sonderwater Work Colony, 

. the local and central gaols. 

You have no doubt heard about the overcrowding in 
mental hospitals and institutions for feeble-minded and 
would like to know what exactly the position is. Your 
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having perhaps found it difficult to place troublesome 
patients in a mental hospital or an idiot or imbecile in 
in institution for feeble-minded has given rise to irritation, 
ind the Commissioner for Mental Hygiene has been 
blamed for the lack of accommodation. But he is not the 
culprit!) He has fought hard for additional accommoda- 
tion—-for many years. You will find the Annual Reports 
of the Commissioner for Mental Hygiene interesting: they 
ire obtainable from the Government Printers. Hi you 
read The Union of South Africa, Estimates of Expendit 


to be defraved from Loan Votes during the vear ending 
‘ist March, 1953, you will see that there is hope for some 
slight relief in the not-too-distant future. 

At present the position with regard to vacancies and 
overcrowding is as follows 


MENTAL HOSPITALS 


Europeans Non- Europeans 
Mak Female Male Female 
Vacancies 204 
Overcrowding 115 1.424 


INSTELU TIONS FOR FEE BLEMINDED 


Male Luropeans Female Europeans 
Vacancies 268 138 


You will notice that there are a fair number of vacancies 
tor male and female European patients at Institutions for 
Feeble-minded, but they are only for the high-grade 
teeble-minded patients. There are no vacames for idiots 
and imbeciles, who are wet and dirty and who cannot 
feed, dress or undress themselves. At present there are no 
facilities for the treatment of mentally-defective patients 
under 10 years of age at the Umgeni Waterfall Institution. 
There are no hospitals at all for mentally-defective non 
Europeans. The adults, if difficult, are admitted to mental 
hospitals 

In spite of the difficulties we are experiencing in admit- 
ting patients a large number are still being admitted. The 
Physician Superintendents admit as many as they possibly 
can and very rarely refuse to admit patients who are in 
urgent need of treatment 


DURING 1950 


Europeans Non-Furopeans 

Male Female Male Female 
Admissions . 94S $92 1,364 566 
Discharges. 892 549 1,290 $51 


Total admissions (all classes) 3,467 
Total discharges (all classes) 3,282 


DURING 1951 


Europeans Non- Europeans 

Male Female Vale Female 
Admissions . 972 623 1.431 64? 
Discharges 913 $97 1 338 


Total admissions (all classes) 3,668 
Total discharges (all classes) 3,423 


there are 10 Mental Hospitals and 3 Institutions for 
Feeble-minded in the Union. The number of patients in 
the institutions is about 18,000 

There are Nursing Homes and Homes licensed under the 
Mental Disorders Act: they are regularly inspected by the 
Commissioner for Mental Hygiene or Physician Superin 
tendents to whom his authoritv to inspect has been 
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delegated. An Annexure is attached which gives you the 
names of the Homes and the type and number of patients 
who may be admitted and treated. 

Before concluding this talk I should like to tell you 
about two sections of the Mental Disorders Act which 
you may not be aware of, viz. Section 49 and Section 
$2: 

Section 49 deals with the admission of temporary 
patients, Le. patients who are sulfering from a mental 
disorder and are likely. if treated in an institution, to 
recover within a period of not more than 12 months after 
their admission to the institution. The only documents 
required are (1) a written application to the Superin 
dent and (2) two medical statements (not certificates) 
These are to be made in a prescribed form (Mental S. 54 
and $5). 

Section 52 deals with the reception of inebriates and 
drug addicts. The patient undertakes in writing to submit 
himself to treatment, for a specified period of not less 
than © months. The Commissioner for Mental Hygiene 
or the Mental Hospital Board can discharge him before 
the expiry of the period. If he departs from the hospital 
without authority he may be arrested and brought back 
The policy is not to accept such patients unless there ts a 
definite mental disturbance which has given rise to the 
habitual drinking of alcohol to excess or taking of 
narcotics to excess The patient when he applies fo: 
admission must not be under the influence of alcohol ot 
narcotics 

In conclusion [| wish to express the hope that you will 
not regard this paper as an attempt on my part to place 
the Mental Hospitals and Institutions for Feeble-minded 
on a pedestal; there are drawbacks such as lack of medical 
staff. female nursing staff. cooks, laundresses and seam- 
Stresses, and overcrowding (to which I have referred). 
and some of the buildings are not all that can be desired 
I have given you some facts about these institutions and 
the facilities they provide which some of you may not 
be aware of and which may be helpful to vou. 


ANNEXUREI 
Names of Licenced Homes No. of Patients Class vf 
to be admitted Patient 
New Annandale, Kuils River, 15 F.E land IlorV.B 
Cape. 
St. Mary's Training School, 23 F.E. IV and V or 
Claremont, Cape. 3 F.E V.B.1 
St. Joseph's Training School, 20 F.E 


IV, Vand 
Orchards, Johannesburg VI 


Adams Farm, Retreat, Cape. 0 F.E IV and V or 
V.B. 
Irene Homes, Irene, Transvaal 20 F.E \ or V.B. 
Homestead Nursing Home. 71 M.E. or 1, 
Johannesburg and VII or: 
V.B. or 
Temp. 
Westfort Institution (Leper), 20 M.N. o: 
Pretoria. M.C. All classes 
20 F.N. or 
F.C 
Rusoord Convalescent Home, 22 M.E. I to VII o: 
Modderfontein, Transvaal. 22 F.E. V.B. or 
Temp. 
San Michele Home, Boksburg. 18 M.E Ill and IV 


Transvaal. 


( 
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Names of Licenced Homes No. of Patients Class 0 Explanatory Notes 
to be admitted Patient 
Netta Levine Home, Kensing- 11! F.E. ltoVand VII M.E Male European. Class I. Mentally 
ton, Johannesburg. and V.B FE Female European. disordered. 
Harmony, Mapleton, Trans- MLN. Male Native. Class I. Mentally infirm. 
vaal. .. .. 22M.E Hl, and \ F.N. Female Native. Class IL. Idiot 
Hermanus Rudolph Steiner M.C Male Coloured. Cl IV. Imbeci 
Farm School, Hemel en F.C Female Coloured. 5 ile. 
Aarde Valley, Hermanus, V.B = Voluntary Class V. Feebleminded. 
CP... & ME IV and V Boarder. Class VI. Socially 
Windermere, Hillary, Natal 16 MLE. or land Il Temp Temporary defective. 
Patient. Class VII. Epileptic. 


THE MIND-BODY RELATIONSHIP* 


G. A. Ettiort, M.D., F.R.C.P 


Professor of Medicine, University of the Witwatersrand, Johannesburg 


My contribution to the subject of this Plenary Session 
concerns the mind body relationship. The term 
* Psychosomatic" is popular to-day but I do not intend to 
use it more than this once as it is a term with so many 
meanings that without enumerating its many definitions 
it iS Meaningless 

What I have to say will be divided into 3 sections. The 
first will deal with some of the evidence that there is a 
mind-body relationship. the second will illustrate this 
principle from examples of everyday clinical experience, 
and the third will refer briefly to the therapeutic implica- 
tions. If the field I cover appears to be narrow, it is 
because I must confine myself in the time available to a 
few examples to illustrate the principles presented. 

There is ample objective proof that affections of the 
mind produce physical somatic etfects through the medium 
of neural, humoral and other mechanisms, and conversely, 
that physical disorders can produce disorders of the mind. 

Such psychological stimuli as frustration and _ resent- 
ment can be shown to produce, through the autonomic 
nervous system, certain hyperkinetic disturbances; in the 
gastro-intestinal tract increased gastric motility, increased 
secretion and increased vascularity result, and in the 
cardiovascular system, increases of blood pressure, pulse 
rate and cardiac output. The latter dynamic function of 
the heart can to-day be continuously recorded by the 
ballistocardiograph, an instrument which we have demon- 
strated during this Congress but which is, in our opinion, 
not yet entitled to a place in routine clinical investigation. 

Other psychological stimuli produce hypokinetic effects. 
Dejection, despondency and despair cause decreased 
gastric motility, secretion and vascularity, and decreased 
blood pressure, pulse rate and cardiac output. 

Although stimuli arising in the highest cerebral centres, 
through neural. humoral and other mechanisms, cause 
alterations in the dynamics of the cardiovascular, gastro- 
intestinal and other systems, it has, in my opinion, never 
been proved that such stimuli, acting over a short or a 
long period, actually cause any form of organic disease. 


*A paper read at a Plenary Session on the subject Psycho- 
logical Illness in South Africa The Problems of Treatment 
and Care, at the South African Medical Congress, Johannes 
burg, September 1952 


Nevertheless, in persons suffering from certain organic 
disorders such stmuli can be the cause of aggravation 
and of complications. I shall briefly refer to 4 examples. 
Firstly, in peptic ulcer the hyperaemia associated with a 
bout of resentment or frustration may be the cause of a 
massive haematemesis from the ulcer, surely a serious 
complication. Secondly, in ulcerative colitis psychological 
disturbances may well precipitate an attack of severe 
colitis. Thirdly, in coronary artery sclerosis these same 
stimuli may by their hyperkinetic effect increase the 
cardiac output and therefore the work of the heart, and 
by so doing increase the demands on the coronary circula- 
tion; the diseased coronary arteries being rigid and unable 
to cope with the increased demand by dilating as they 
normally should, myocardial ischaemia results and the 
patient experiences an attack of angina or an attack of 
an arrhythmia, including the usually fatal arrhythmia of 
ventricular fibrillation. A psychological stimulus may 
therefore, in a person with coronary disease, precipitate 
death—a fairly serious complication! I have personally 
seen 2 such sudden deaths occur; one of a hypertensive 
coronary sclerotic subject who became suddenly alarmed 
at the approach of a needle in my hand loaded with an 
intravenous injection intended for him, and the other 
when an anginal patient standing next to me on a subur- 
ban railway station engrossed in conversation with a friend 
became suddenly alarmed by the passage of an express 
train through the station. In each instance the patient 
dropped dead in front of me, in each instance I was able 
to detect clinically the rapidly fatal arrhythmia of ventricu- 
lar fibrillation, and in each instance post-mortem examina- 
tion revealed coronary sclerosis but no coronary throm- 
bosis. The fourth disorder I shall mention is hypertension 
It is well known that psychological stimuli can cause 
temporary rises of systolic and diastolic pressure. It 1s 
important to appreciate these rapidly occurring variations 
if we are to avoid falling into the trap of drawing false 
conclusions about the efficacy of new (and old) forms of 
treatment, improvement being ascribed to the tablets (or 
the operation!) rather than to the simple psychotherapy 
that consciously or unconsciously is the inevitable 
accompaniment of the physical treatment. It might seem 
reasonable to conclude that sustained psychological stimuli 
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in a person with hypertension would lead to more 
sustained and severe hypertension with its accompaniment 
arterio-sclerosis. There is, however, no objective proof 
that this is so, although the conclusion has not yet been 
proved to be false. 

To illustrate the importance, individual, communal and 
social, of appreciating the body-mind relationship in 
every-day practice I shall revert to the subject of coronary 
artery disease. Coronary artery disease is the commonest 
single cause of death amongst the white populations of 
the world to-day. Heart disease has over the last 50 
years outstripped all other causes of death, including 
tuberculosis and cancer. Much of this increase 1s due to 
diagnosed coronary sclerosis. In both the United States 
of America and Great Britain the increase has been by 
hundreds per cent over the last 15 years. As a diagnosed 
cause of death it has increased out of proportion to the 
increased longevity of the general population over the 
same period. The coronary death rate varies in different 
countries. For instance it is higher in the United States 
than in Great Britain, where it is higher than in Switzer- 
land. Why the rate should be different in the 3 countries 
is unknown, but perhaps the differences are something to 
do with the national occupations—watchmaking, shop- 
keeping and being busy business executives, respectively! 
For the figures I am indebted to Ischlondsky in his book 
Brain Mechanisms in Coronary Disease. 

There is therefore evidence that strongly suggests (if it 
does not prove) that coronary artery disease is the 
commonest killing disease amongst the white populations 
of the world. Anything which can induce complications 
of a more or less serious nature in the commonest killing 
disease, and which may possibly hasten the progress of the 
disease, is important. Psychological stimuli can induce 
such complications in persons with coronary sclerosis, and 
therefore their control in such cases commonly demands 
the attention of the practising doctor. It should be 
remembered that this disease kills and incapacitates the 
domestically and economically important middle and older 
age groups of the world's thinkers and productive workers. 
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In the management of patients suffering from physical 
diseases which are known to be particularly susceptible to 
psychological stimuli, the control of such stimuli is as 
important as the control of the physical disease process 
In many instances it may be more important. 


Who is responsible for this integral control of mind 
and body? I have no doubt myself that the most important 
single person whose duty and privilege it is to manage the 
psychological aspects of such cases is the general practi- 
tioner, who has the advantage of being able to treat and 
investigate the patient in the home and working environ- 
ment in which the stimuli originate. It is not drugs, or 
specialists, or special institutions that are necessary for 
the control of the large majority of cases, but the simple 
psychotherapy of the general practitioner. It is for this 
reason that one emphasizes the integral concept of clinical 
practice in undergraduate teaching. Of course clinical 
practitioners of all kinds must be aware of and practise 
this principle. 

The simple psychotherapy to which I refer is based 
upon sympathetic attention and good listening (so time- 
consuming and therefore so neglected), reassurance, per- 
suasion, a touch of bullying perhaps at the appropriate 
moment in the appropriate case, and substitution of 
hobbies, pastimes and occupational therapy. Simple 
psychotherapeutic procedures such as this will be adequate 
for the vast majority of cases. 

It is the small minority of cases of this class that will 
not respond to this simple psychotherapy conscientiously 
carried out; in my experience, the cases of this class where 
simple psychotherapy fails are often resistant to the more 
complex and profound therapeutic methods of the speci.- 
list with his armamentarium of techniques. 

In this of all aspects of clinical practice—namely, the 
mind-body linkage—the axiom that the patient must be 
treated as a whole has remained truest through the ages 
It is up to all of us, no matter what our form of clinical 
practice may be, to see that we practice and teach this 
basic principle of good doctoring 


PSYCHOLOGICAL ILLNESSES* 


K. Lewer ALLEN, M.B., M.CH. 
Acting Head of the Department of Neuro-Surgery, Johannesburg General Hospital 


I will begin by pointing out the trend in the attitude of 
the South African patient to his doctor—one which is 
probably more fundamental in its full implication than 
we have been inclined to note. It is that he does not 
readily trust his doctor. Whether the fault is simple or 
complex, whether due to the dangerous ‘little knowledge’ 
of the patient, or simply sophistication, he does not easily 
come to his doctor as a friend, adviser and confidant, nor 
does he, for that matter, come trustingly to his religious 
adviser. * Doctor, if you advise such and such, I will do 


*A paper read at a Plenary Session on the subject Psycho- 
logical Illness in South Africa : The Problems of Treatment 
and Care, at the South African Medical Congress, Johannes- 
burg, September 1952 


it’ is a rare response to-day. Rapport is somewhat halting 
during many a consultation and the patient has soon 
accumulated a number of opinions, upon which he is 
wont to sit in impatient, distrustful, and ultimately 
nihilistic contemplation. Could I have done better by 
following other treatment? represents the psychological 
background of partial confidence which mars the efficacy 
of medical judgment and therapy, more particularly in 
the larger cities of South Africa. Perhaps our own 
Croninian disclosures of domestic medical limitations and 
lapses are unhealthy in their effect upon an adolescent 
lay community in our modern, feverish, insecure world 
Let us appreciate these difficulties in the doctor-patient 
relationship before proceeding to analyse the specific and 
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individual psychological ills of the patient, and let us put 
our own house in order and regain the confidence we hope 
to deserve. 

This brings me to comment upon the tremendous power 
that psycho-surgery has recently given surgeons over the 
mentally-ill patient. We are asking to have rendered unto 
our knife his personality, his future, and the happiness of 
his Aabitat. Our ‘lean and low’ medical knowledge, to my 
mind, certainly does not equip us to be the perfect judges, 
and may never do so. Our laws and logic are but poor 
relations to God's laws and we are sadly ill-equipped when 
deciding upon the use of our power single-handed. The 
late Judge Millin, in a private conversation, expressed 
doubt about the legal and moral security conferred by a 
signature of consent for operation by the next of kin, 
even where the patient is mentally incapable of giving 
consent himself. He suggested that even a cross by such 
a patient would carry as much weight, but would not 
give full indemnity in an operation. Apparently the 
safest measure is for a surgeon, especially in psycho- 
surgery, always to have behind him a second medical 
opinion. I will not in the 15 minutes allowed me discuss 
the methods of, or indications for, psycho-surgery because 
what is known is in the books and what is unknown 
cannot easily be speculated upon in this short time. I 
would rather put to you again these fundamental points 
and plead the most genuine consideration of each 
individual problem, by both physician and surgeon, ere 


‘That his keen knife see not the wound it makes, 
Nor Heaven peep through the blanket of the dark, 
To cry “Hold, Hold!”’ 


I continue with a few material points. Firstly, the 
efficiency in leucotomy seems to depend upon the mass 
of isolated brain, rather than upon selective anatomico- 
physiological placement of the incision, and the technique 
should be meticulous, although simple, and where possible, 
standardized; it should not be carried out by men 
untrained in handling complications, such as intra-cranial 
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haemorrhage, and it should not become too routine a 
procedure, especially in the consultation room. Such 
reductio ad absurdum is hardly decent! Secondly, in my 
experience, in pre-frontal leucotomy the predominantly 
social qualities of the personality and intellect can be 
preserved surprisingly often by confining the incision to 
the sub-cortex when placed in a plane between the coronal 
suture and the forward margin of the sphenoidal ridge on 
each side. After the breaking of the dominating tension 
within their mental illness some patients have achieved 
higher University degrees and carry on a high social level 
of responsible behaviour. I exclude from such brilliant 
response the hebephrenic type of schizophrenia, hysteria, 
and the manic depressive psychosis, and also the Parkin- 
sonian and the senile organic derangements, but I would 
not say that the procedure when properly carried out in 
any of these types of case has done any additional harm 
except in a few isolated instances. In my opinion post- 
operative personality deficiency and epilepsy are mainly 
proportional to unwanted and preventable technical com- 
plications, such as the severing of important vessels and 
haemorrhage, cortical damage, excessive brain damage 
from uncontrolled oedema and resultant anoxia, and 
cortico-dural adhesions. 

We should face the fact that our results are probably 
not quite what were claimed originally by men like Free- 
man and Watts, and in fact generally our follow-up on 
post-operative cases is lamentably poor. Partridge is 
indeed the only worker who has followed his cases to any 
reasonable extent. It would appear also that cingulectomy 
and topectomy have not justified the claims originally 
made for them, and the late Sir Hugh Cairns has negatived 
the value of the former in a way which only a courageous 
scientific thinker of his calibre could really do. 

‘Restless, unfixed in principles and place, in power 
unpleased* I have to admit that leucotomy is a distinct, 
although I still hope replaceable, step forward in the 
treatment of psychological illness in South Africa and the 
world. 


THE PSYCHOLOGICAL ILLS OF CHILDHOOD* 


Puicie KusuHiick, M.B., Cu.B., D.C.H. 
Johannesburg 


To cover the subject of psychological ills of childhood in 
the short time available would be impossible, but I shall 
endeavour to deal with a few of the salient points of this 
most difficult and involved subject. 

It is the experience of every paediatrician that in many 
cases the difficulties for which he is consulted are the 
result of faulty habit-formation rather than of organic 
pathology. Usually they do not appear in the shape of 
major psychotic disturbances; yet they are sufficiently dis- 
quieting to the parents for help to be sought. 

Sometimes these troubles begin conspicuously, and some- 
times slowly and imperceptibly with the child's inability to 


* A paper read at a Plenary Session on the subject Psycho- 
logical Illness in South Africa : The Problems of Treatment 
and Gare, at the South African Medical Congress, Johannes- 
burg, September 1952 


adapt himself satisfactorily to a difficult life situation, 
whether this be a nagging or over-solicitous parent, a 
hostile stepmother, some domestic unhappiness, a feeling 
of insecurity, a futile struggle to live up to exaggerated 
scholastic ambition, or lack of time or opportunity for 
adequate recreation. Under the influence of the result- 
ing strain, the patient may develop reactions—' body 
protests * and * flight into disease ’. 

The Monday morning headache or occasional vomiting 
in children who heartily dislike school are well-known 
examples. The mental strain often expresses itself in selec- 
tive localized dysfunction of a part of the body. The 
selection of the organ serving as a ventilator is dictated 
by the experience of a previous actual illness, or by the 
imitation of a similar behaviour pattern observed in 
other members of the family, etc 
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Without knowledge of the genesis and evolution of such 
complaints treatment is most often unsuccessful; yet some 
of these reactions, especially habit tics, enuresis and 
psychogenic vomiting, are so frequent that they are daily 
problems of the general practitioner or paediatrician. We 
are coming more and more to realize that from the 
holisuc point of view the infant has been neglected from 
the moment of birth. The tendency has been to look 
upon the new-born organism purely from an organic 
aspect. In consequence the psychological development has 
been ignored, which has resulted in a host of psycho- 
somatic problems tied up with such functions as feeding, 
bowel and urogenital controls. 

Recent research has demonstrated that skilful psycho- 
logical mothering, even in the very early days of life, is 
iS important as skilful physical handling, if not more so. 
There 1s no doubt that most feeding difficulties can be 
placed at the door of an over-anxiety on the part of the 
feeding mother or rejection of the child by the mother. 
This point could be laboured indefinitely, and I feel that 
it iS SO Important that unless we see the child as a whole 
we shall continue to practice palliative medicine instead of 
creative. In every medical problem the history, examina- 
tions and recognition of the nature of the illness are 
essential steps towards adequate therapeutic planning; in 
psychiatric management, the medical programme will 
depend on knowledge of the patient rather than the 
detached organ or complaint. 

The child comes by his mind in the same way as he 
comes by his body; namely, through orderly process of 
growth. Mental and physical welfare are indivisible, each 
reacting upon the other. As medical practitioners we must 
realize that the child is a personality whose psychic and 
physical structure is profoundly influenced by the cultural 
pattern of its home and community. The training of 
medical men should therefore include the study of the 
handicapped and maladjusted, and the handling of per- 
sonal and social problems as they effect the well-being of 
the young. 

We wish to help the child when he is brought to us 
with some disorder, not merely to do away with the 
disorder. To accomplish this there is generally involved 
a co-ordination of many aspects of life and investigations 
of the child’s surroundings and environment as regards 
his home, family, school and community. Many problems 
would be overcome if psychological difficulties in child- 
hood were approached from the angle of the family as a 
whole, and the attitude of the patient to its parents and 
siblings and theirs towards him. It is doubtful how far 
an adult can be usefully considered as a unit isolated 
from his environment, it is certain that a child never can. 
It should never be forgotten that children are highly sensi- 
tive to relatively minor changes in environment, whether 
physical or mental. 

Each problem should therefore be approached with 
the following questions in mind: Is it a constitutional 
defect, or an acquired defect, or an environmental malad- 
justment? Is the symptom a result of emotional stress 
arising from inner conflict such as may cause stealing 
or night terrors, or from some alteration in environment to 
which the child has been unable to adjust itself? We 
know that children react quickly and violently to minor 
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changes in environment; but we also know that they 
respond equally quickly to therapeutic measures if 
properly applied. The material is soft and pliant, growing 
fast and readily moulved. If the response to treatment is 
little or slow the treatment is wrong. Symptomatic treat- 
ment as such is rarely of value, but if the underlying 
disturbance responsible is correctly diagnosed and dealt 
with results may be immediate and dramatic. 

It cannot be too strongly stressed that the main essential 
for a normal mental development in the young is security. 
This is supplied both by material background and human 
companionship. When conditions of childhood are such 
that neither home nor parents give adequate emotional 
security resort may be made to symptoms which act as a 
defence against the insecurity. 

The child does not know and cannot provide for his 
own needs nor take steps to cure his own deficiencies or 
disabilities. It is essential that there should be early 
recognition and proper evaluation of the distress that 
arises from detrimental stresses and strain in every new 
stage of development; every fresh experience and respon- 
sibility may elicit symptoms, permanent or temporary. 
The foundation of later neurosis or delinquency may thus 
be laid early in the child's life. Maturation proceeds at a 
predetermined rate in any given child, but it may be 
delayed or distorted if the appropriate stimuli and exper- 
ences do not come at the proper time. The desirability of 
an experience or stimulus rests upon the choice of the 
right time and the right place for the particular child after 
adequate preparation. 

Thus, whereas good food, clothing and housing fulfil the 
main physical needs of a child, parental love, family life 
and awareness of material security form the background 
tor healthy mental development. The opportunity for 
experience is as necessary in the one field as in the other. 
The infant needs to laugh and cry, to feel joy, rage, grief 
and pain as well as to eat and crawl, walk, talk, bathe and 
sleep. Contact first with mother and father, then with 
sisters and brothers and later with schoolfellows and the 
outside world, in turn provides the stimulus and the 
challenge that ensures a balanced emotional development 
The unloved baby will not thrive at the breast; but also 
the over-anxious mother will provoke the restless and 
fretful infant. The reason why children from broken 
homes are so handicapped is that to a child his own home 
is the right place, his mother the right and only mother 

With every problem child the question arises, * What can 
be done to help this child?’ It is not an easy question to 
answer. Therapeutic skill in these cases is learned from 
fellow workers and through costly experience. It has been 
evolved over a score of years, by the trial of organized 
techniques with the help of psychologists, psychiatrists, 
social workers, school counsellors, teachers; but there is 
no panacea. Though the problem is a difficult one a 
negative attitude must never be taken, and every intellec- 
tual tool must be made use of in the solving of the 
problems presented by children who have failed to adjust 
themselves to the world in which they are developing. 

Treatment must vary with the individual child and 
problem. There are surprisingly few organized presenta- 
tions of the therapeutic principles involved. The treat- 
ment may be defined as the sum-total of efforts made to 
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adjust the child. It usually requires a number of well- 
defined steps. It is necessary to establish in the child a 
condition of security, comfort and well-being. Any exist- 
ing physical disorder must be corrected regardless of 
whether or not it is directly related to the problem of 
behaviour. Family collaboration is indispensable. It will 
be necessary not only to influence the parents’ modes of 
training and management of the child but also to help 
them with those personal problems and attitudes of their 
own which have caused or contributed to the child's 
difficulties. 

Often the treatment depends on community facilities. 
Certain feeble-minded, delinquent, epileptic and psychotic 
children require institutional care. Certain dependent, 
neglected, or rejected children need foster care. Some 
children are in the wrong class at school: a child is often 
helped when his specific problem is explained to an under- 
Standing teacher. Recreational agencies can help in some 
cases. Above all, in many instances, the social workers of 
relief and others agencies and clinics can render great and 
at times indispensable assistance. 

The child needs an opportunity to discuss his problems 
without fear of ridicule and criticism. 

Most people try to rectify maladjustments in children by 
transplanting the child completely from one environment 
to another. It is surprising how often even the psychiatrist 
resorts to gross changes of environment. This method 
of treating behaviour problems must be very carefully 
weighed. 

By treating the child through a change of environment 
we have the opportunity of altering at one stroke all the 
aspects of family life which may have been the cause of 
the trouble, whether it be parental rejection, a jealousy of 
brother or sister, conflict between parents, or any other 
factor which is awry in the family picture. The child 
also enters a new social group. The responsible factors are 
therefore completely changed. 

These are roughly the approaches and techniques by 
which we might try to solve the problems under discussion. 
Their variety and frequent confusion is obvious. The 
field is professionally young, and the need is greater than 
our scientific resources can supply. We have still far 
to go to promote and organize the most appropriate 
facilities for each individual case. It must be our aim 
to set up organizations which, within themselves, could 
provide the wide variety of help needed by the psychologi- 
cally-ill child. 
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Society through the ages has built up certain limitations 
and restricuons and conventions which often conflict with 
the natural desires of the growing individual. Hence arise 
conflicts. It is the task of social hygiene to harmonize the 
conflicts by directing the nature of the individual so that 
it may contribute to his self-development and happiness 
These adjustments are most complex and difficult. The 
methods by which the solution may be sought can be 
classified under the following headings: (1) Educational 
(parents, teachers and the young); (2) Social; (3) Legal: 
(4) Medical. 

The home is in contact with the child all the time, and 
here training may be made a natural part of the 
day-by-day process of character-training: and the home 
has the child during the most formative years, when 
wholesome attitudes and habits may be most effectively 
established. There should be close co-operation between 
the home and the school, each supplementing and support- 
ing the other. 

The schools in general do not train the child in infancy; 
but they teach the future parents and have the opportunity 
of training them in the nature, development and care of 
children. In this way the parents should be impressed 
with the fundamental importance of the habit forming in 
infancy, and given practical insight into problems and 
methods concerned with it. This kind of service is also 
rendered through parent teacher associations, and home 
and-school associations and parent leagues closely co- 
operating with schools through lectures and discussions, 
study groups and selected literature. In the pre-school 
period lies the opportunity of the nursery schools and 
kindergartens. 

I feel that in conclusion I must emphasize the import- 
ance of the general practitioner in this field. Only too 
often the fact is overlooked that socio-medical problems 
form a major part of family and general practice, and that 
a large part of the general practitioner's work is concerned 
with psychological problems. He has an_ extremely 
important part to play. He is often the first person to 
be consulted about the child's psychological and emotional 
disturbances, and the diagnosis and treatment will depend 
upon his personal ability and inclinations. 

Finally, as a paediatrician | would again stress how 
imperative it is that we should have as full and effective 
an understanding of the emotional needs of the child as 
we have of its organic needs. 


PSYCHOLOGICAL ILLNESS IN SOUTH AFRICA: THE PROBLEMS OF TREATMENT 
AND CARE 


THE NEURO-PSYCHIATRIST’S POINT OF VIEW* 


S. M. Katz. M.D. (L’POOL.), M.R.C.P. (LONpD.) 
Johannesburg 


The problems of ill-health due to psychogenic causes are 
not new or peculiar to South Africa. It was in 1733 that 
*A paper read at a Plenary Session on this subject at the 


South African Medical Congress, Johannesburg, September 
1952 


Dr. George Cheyne, M.D., F.R.C.P. (Ed.),  F.R.S. 
published his book called The English Malady in which 
he pointed out that nervous disorders were ‘computed to 
make almost one-third of the complaints of people of 
condition in England’. That same estimate has been 
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arrived at by many people since the days of Dr. Cheyne, 
and in the last few years, very carefully conducted investi- 
gations have demonstrated it to be statistically correct. 

The Links between Psychiatry and General Medicine. 
In recent years a greatly improved understanding of the 
relationship between the emotional reactions and the 
physiological functions of the body has been achieved. 
It is now generally accepted that disturbances in the 
emotional life of an individual may be frequent and 
important factors in the development and progress of 
bodily disease, manifested not only in physiological but 
also in structural alterations. Emotional causes for disease 
must be given the same consideration as other aetiological 
factors. In the presence of certain specific diseases, such 
as essential hypertension, peptic ulcer, migraine, asthma 
and ulcerative colitis, an evaluation of the emotional make- 
up of the patient should be routine. The earlier this 
evaluation is made, the better the prognosis from a 
psychotherapeutic point of view. Furthermore, the physical 
methods utilized in the treatment of mental illnesses have 
forged this link still more closely to general medicine. 

The Psychiatric Department of the General Hospital, 
Johannesburg, is the one with which I am most familiar, 
and the working of the department should provide a fair 
summary of the problem; it might also indicate how this 
problem could be treated. The department consists of: 

1. An Out-Patient Clinic. This operates daily, and in the 
last 12 months over 8,000 patients were seen at the clinic; 
only the departments of general medicine and surgery 
have a greater number of out-patients. Patients are referred 
by the other departments of the hospital (including 
casualty), general practitioners and social agencies; 
members of the staffs of Reef and other Transvaal hospi- 
tals also refer cases to the clinic. 

2. A Consultative Service. Any member of the staff of 
the hospital may utilize this service. 

3. Tara Hospital for where cases 
presenting the more urgent and serious psychiatric prob- 
lems are admitted and where physical and psychological 
treatment is carried out. This hospital consists of 3 units 
and handles approximately 1,000 in-patients annually. The 
cases fall into 3 large groups of the neuroses—anxiety 
states, hysterias and obsessionals. Borderline manageable 
and non-conspicuous psychoses are also treated at Tara. 

4t the Clinic. Only 3 to 4% of the cases seen are 
certified and sent to mental hospitals. Notwithstanding the 
number of cases seen at the clinic | am satisfied that a 
large number whose diseases are classifiable as psycho- 
genic are not seen by us, and that the total number 
passing through the General Hospital is a good deal larger 
than the figures indicate 

It is obvious from the numbers quoted—650 to 700 out- 
patients per month—that psychotherapy can only be 
carried out on a small number of patients and mostly 
by the full-time staff. For the rest the out-patient clinic 
is mainly a diagnosic clinic, and only supportive super- 
ficial therapy can be carried out. 

The type of case seen is mostly the chronic long- 
standing psychiatric problem. and most of the patients 
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have been handled and investigated by one of the other 
departments of the hospital. Only a small number are 
acute early problems. 

The Consultative Service is mainly utilized where the 
question of disposal is urgent, either because the case is 
one of a frank psychosis or where the patient has become 
difficult to manage and is a disturbing element in the 
ward. It is only rarely that a request for an evaluation 
of the emotional aspect of a patient's condition is made. 

No undergraduate teaching is carried out by this depart- 
ment, and from this point of view a vast amount ot 
material goes to waste. Nor are nurses taught in this 
branch of medicine. There is no co-ordination between 
this department, which handles the bulk of the psychiatric 
problems in the city, and the other departments of the 
hospital. The head of the Department of Psychiatry of the 
University of the Witwatersrand is a member of the 
Government Mental Hospital Service and not on the statt 
of the General Hospital. 

I hold the following views: 

1. The head of the Psychiatric Department should be 
a member of the statf of the General Hospital; he should 
organize teaching in keeping with modern trends in this 
field of work. Undergraduates should be given an oppor- 
tunity of clerking in the out-patient department and at 
Tara Hospital. At present the undergraduate receives a 
course of lectures on mental diseases and pays a number 
of visits to a mental hospital, where fully-developed 
psychotic patients are demonstrated. This is not enough. 
The student should also receive instruction in the 
Psychiatric Department of the General Hospital, which 
could integrate the teaching of psychiatry with that of 
general medicine and should co-operate with the Mental 
Hospitals. It should also co-operate in the training of 
nurses, and with the social services and other ancillary 
bodies. 

2. Facilities should be established at every general 
hospital for the treatment of manageable psychiatric 
problems, a number of beds being set aside for that 
purpose. 

3. Every general hospital should have a psychiatrist on 
its staff and provide facilities for treatment. 

4. The neurological and psychiatric clinic should be 
closely associated with the Children’s Hospital. 

The basic fault, I feel sure, is the failure of medical 
education to integrate psychiatry with general medicine 
The Mental Hospitals do not supply the student with 
certain important types of case which are available in the 
Psychiatric Department of the General Hospital. The 
Department of General Medicine has perpetuated the 
present state of affairs and ts pre-occupied with so many 
other essential problems that it has become too detached 
from psychiatry. 

The solution I have indicated would, in the first instance. 
be a more efficient service for the treatment of over one- 
third of our sick. In the long run it would ease the 
strain on the accommodation problem in the Mental 
Hospitals. It should also contribute in the elucidation of 
many problems in general medicine. 
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PINK DISEASE AND TEETHING POWDERS* 


BeN Epsteix, M.B., (RAND), M.R.C.P. (Lonp.), D.C.H. (Lonp.) 
Pretoria 


Pink disease, a disease of infants and young children, has 
challenged the ingenuity of medical men both from the 
diagnostic and therapeutic angles. It was first described 
in 1903 by Selter! in Germany. Subsequently Swift? in 
Australia and Feer * in Germany described the disease and 
it has been known in some countries as Swift-Feer’s 
disease, an instance of the inaccuracy of eponyms. Since 
Clubbe first suggested it, the name * Pink disease’ has 
become popular, at least in the English-speaking world. 
This term is, however, being replaced by * Acrodynia’. 

Great interest has been provoked by the suggestion of 
Warkany and Hubbard‘ that mercury, in the form of 
calomel or grey powder, may be an etiological factor. A 
routine examination in 1945 for * qualitative metal deter- 
minations’* in a case of acrodynia, led to the discovery of 
the large mercury content of 360 micrograms per litre of 
urine. By 1948 they had collected 20 cases of which 10 
had more than 100 «g. Hg per litre of urine, whereas in 
49 controls all 49 had less than 100 g. per litre. 

A further publication by the same authors® in 1951 
gives the result of their investigation in 41 cases. Of 
these again 20 had more than 100 «g. Hg per litre of urine 
and of 60 controls none had more than 100 xg./ litre. 

Previously, in 1942, Zahorsky® had peinted out the 
possibility of acrodynia being due to calomel poisoning. 

In 1947 Fanconi er al.’ published studies of * calomel 
diseases’ with symptoms related to Feer’s disease 
(acrodynia). They considered that many cases of acro- 
dynia were a neuro-allergic reaction to mercury given in 
the form of worm cures. In 1948 Fanconi and Botszteyn °* 
reported on 26 cases of Feer’s disease treated from 
1946-48. They found that 19 of the cases had been given 
mercurial treatment. 

Indirect confirmation of Warkany’s and Hubbard's 
thesis has come from the result of treatment with BAL 
(British anti-lewisite, dimercaprol). Bivings and Lewis,° 
who were aware of Warkany’s studies, successfully treated 
a child who had 1,000 ug. Hg per litre of urine. Elmore *° 
repeated these results on 2 similar cases. All these children 
had been given teething powders containing calomel. 

Work of a different nature and done from a different 
angle has come from Adelaide, Australia, where Donald 
Cheek '':'- and his associates have been studying the 
relationship of the suprarenal glands and electrolyte 
balance in pink disease. Although his deductions are 
open to criticism, most interesting and important work 
has been done in that field. 

Teething Powders or soothing powders are in common 
use in many parts of the world. It seems that their usage 
is related to standard of living. In the U.S.A., for 
instance, Warkany of Cincinnati had to draw on cases 
from the Southern States to complete his work on pink 
disease. 

In South Africa, teething powders are used mainly 


* A paper read at the South African Medical Congress, Johan- 
nesburg, September 1952 


amongst the European labouring and working classes. 
Few of the powders on the market give their contents on 
the packets. Some well-known imported brands have their 
formulae in the Extra Pharmacopoeia. The vast majority 
are powders made up by local manufacturing firms and 
individual pharmacists. Each one has a different formula, 
but basically most of them probably contain an analgesic 
and a good number contain mercury (e.g. calomel or grey 
powder). 

The study here reported was undertaken to decide 
whether there was any correlation with mercury as an 
etiological factor. Also in view of the satisfactory 
results reported from treatment with BAL, it was 
important to know whether the use of a toxic substance 
like BAL was justified. It was imperative to determine 
the mercurial content of the urine of affected children in 
order to use BAL only in those cases where there was an 
obvious excess of mercury. 

To carry out a systematic investigation precise chemical 
analyses for mercury in urine were essential. The National 
Chemical Laboratory of the C.S.I.R. was approached and 
the Director arranged for Mr. D. J. S. Gray, M.S.c., 
A.R.LC., to collaborate on the chemical side. A method 
capable of determining mercury down to a few micro- 
grams/ litre in samples of the order 25 c.c. was developed 
by Mr. Gray and has been published in the Analyst.'" 


PROCEDURE 


A series of 31 cases in a period of 24 years—an average 
of 1 case per month—were examined. This high inciderce 
in Pretoria and surrounding districts is surprising in view 
of the commonly accepted idea that pink disease is a 
rare condition. 

Fewer cases are reported from other centres in South 
Africa, particularly from amongst the Africans. No 
case of pink disease has ever been diagnosed at the 
Coronation or Baragwanath Hospitals, Johannesburg 
Three cases have occurred amongst Africans at Edenvale 
Hospital. Amongst Europeans, | case has been reported 
from the National Hospital, Bloemfontein, and 16 cases 
from the Groote Schuur Hospital, Cape Town, for the 
period 1944-1951. In the Children’s Hospital, Johannes- 
burg, 71 cases were admitted from 1939-1948. Hospital 
admissions are necessarily limited to the very ill. Hence 
there must be at least 3 or 4 times as many cases that are 
being treated by private practitioners outside of hospitals. 
In the series here described only 10 of the 31 cases were 
treated in hospital. 

Of these 31 cases, the urine was examined for mercury 
in 22 cases. Of the 9 that were not examined, 4 occurred 
before the start of the investigations. Technical difficulties 
such as distance and lack of co-operation, prevented the 
collection of urine in the other 5 cases. 

Thirty-one contro!s were tes‘ed. Of these, 17 were 
sick children who had been given teething powders, but 
who showed no definite signs of pink disease, and 14 
were children who had never been given teething powders. 
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The specimens of urine were collected in ordinary 
glass containers that had been cleansed by immersion in 


concentrated nitric acid. 


Analysis of teething powders used in South Africa 
showed that the commonest teething powder (labelled 
X' in the tables) contained no mercury. The other 2 


powders frequently used and contained sub- 


stantial amounts of mercury 


SIGNS AND SYMPTOMS 


As to the difficult question of the minimum signs and 
symptoms required to make a diagnosis of pink disease, 
a child who is hypotonic and irritable and has hyperten- 
sion and tachycardia is considered to present the minimum 
requirements for such a diagnosis. One patient with 
irritability, hypertension and tachycardia was included; 
he was considered to be a case of pink disease on account 
of the intensity of the irritability. Some of the controls 
with hypertension and excessive mercury in the urine 
would possibly also qualify as mild cases of the disease. 
The presenting signs and symptoms are shown in Table 
I. Salivation and stomatitis were absent. Contrary to the 


TABLE 1: RELATIVE FREQUENCY OF 12 SIGNS AND SYMPTOMS AND 
OF OTHER ASSOCIATED CONDITIONS 


Irritability 30 (97%) 
Hypotonia 30 (97%) 
Tachycardia 28 (90%) (3 not noted) 
Hypertension 28 (90%) 
Anorexia 26 (84%) 
Sweating 21 (68%) 
Cold Extremities 18 (58%) 
Pink : 16 (51%) 
Pyrexia 13 (42%) 
Rash .. ; 13 (42%) 
Photophobia 12 (39%) 
Desquamation 3 (10%) 
Reflexes present 31 (100%) 
Complications: Respiratory . 14 (45%) 
Gastro-Intestinal 11 (35°) 
Both 5 (16°,) 
Allergies: Family 4 (13%) 
Patient 5 (16%) 


usual text-book picture, pink and cold extremities were 
present in only half the cases and photophobia in less 


than 40%. To that extent the name of the disease is not 
descriptive. The commonest signs and symptoms were 
irritability, hypotonia, hypertension, tachycardia and 
anorexia. Pyrexia, present in 13 (42%) was not necessarily 


an indication of infection, although 20 cases (65%,) had 
some associated infection. The fever was partly due to 
dehydration. One of the cases with a hyperpyrexia 
responded rapidly to parenteral fluid. The treatment insti- 
tuted by Cheek depends on rehydration and restoration of 
electrolytic balance 

Not a single one of these cases had absent reflexes. Why 
absent reflexes should inevitably lead to a deduction of 
peripheral neuritis is not clear. It is a commonplace for 
the myopathies to lose the knee jerks. The marked hypo- 
tonia in severe cases of pink disease may be the explana- 
tion of the absence of knee jerks. 


Allergic reactions were present in 5S (16%) of the 


patients, and only in 4 (13%) was there a family history 
of allergy 


This is in keeping with the incidence reported 
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elsewhere.‘ An attempt is being made to correlate allergy 
and the reaction to mercury. The history of reactions to 
modern drugs is indication enough that one does not need 
to be basically allergic to have very severe allergic 
reactions. 

Of the associated illnesses, diseases of the respiratory 
tract (including otitis media) were represented by 14 (45%) 
cases, and diseases of the gastro-intestinal tract by 11 
(35%). Five (16%) children had both illnesses. 

Hypertension is a cardinal sign of this disease. Of the 
31 cases, 26 (84%) had a systolic pressure of over 100 mm 
Hg. The highest reading was 160/110 mm. Hg. There 
were very few cases with a diastolic pressure of over 100 
mm. Hg. It is commonly accepted that in normal children 
under the age of 5 years the systolic pressure should not 
be over 100 mm. Hg. In spite of that, in the control 
group where teething powders had been given 7 (41%) 
had a reading of over 100 (in 6 no readings were taken, 
and in the control group where no teething powders had 
been given 4 (29'%) had such a reading). No readings 
were obtained in 9 cases on account of the difficulties in 
taking readings where a child was not sedated; it was 
felt to be unfair to sedate children in whom the blood 
pressure reading was not essential. 

Table II is an analysis of the numbers of children in 


TABLE II: ANALYSIS OF THE 12 CLASSICAL SIGNS AND SYMPTOMS 


Patients 

0 had 12 signs and symptoms 
26%) « 

3 (10%) ,, 10 

3 (10%) 8 

10 (32%) . 7 - 

& 

2 (6%) 5 

1 (3%) 4 

27 (87%) had half or more of the 12 signs and 


symptoms. 


relation to the combinations of signs and symptoms. It 
will be seen that 27 (87%) had 50%, or more of the indi- 
vidual signs and symptoms. These can be accepted as 
definite cases of pink disease. The diagnosis in the other 
4+ (13%) may be open to criticism, but they do seem to 
represent mild forms of this disease. 

There was not more than one case in any one family. 
and there was no epidemic. 

Season: In South Africa it is not practical to divide 
the year into four seasons. There is an almost sharp 
dividing line between warm and cold weather. Twenty- 
one cases (68°%,) occurred in the warm season (September 


to April) and 10 (32%) in the cold season (May to 
August). 
Sex: Incidence was egual—1I6 (52",) males and 15 


(48%) females. 
TABLE Ill: AGE INCIDENCE 


6 months = 3 
7-12 21 (68°,) 
13-18 = (16%) 
19-24 2 (6%) 


26 cases (83°) occurred between the ages of 7 and 18 months. 
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From apparent defeat, many a contest 1s won by combined action. 
The joint administration of penicillin and the sulphonamides frequently 
establishes successful therapy, when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 

Sulpenin, containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage 1s a convenient means of applying combined 
therapy in the treatment of many infections due to susceptible micro- 
organisms. By utilising the synergistic action known to exist between 
penicillin and the sulphonamides, the antibacterial range is increased, 
the likelihood of kidney damage is lessened and the tendency for the 
bacteria to develop mutant strains resistant to one or other of the 
component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 


In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,00) units, 


Sulphamerazine, 0°25 gramme, Sulphadiazine 025 geamme 


Literature on request 
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VIOCIN (brand of Viomycin Sulfate) is the fermentation prod- 


uct of Streptomyces puniceus. 


VIOCIN is active against mycobacterium tuberculosis, both 


streptomycin-resistant and isoniazid-resistant strains. 


VIOCIN does not produce cross-resistance with Streptomycin, 


Isoniazid or other drugs. 


VIOCIN toxicity only appears where high dosages are used over 


a prolonged period of time. 


Distributor 


PETERSEN Ll SUPPLY: tn vials of 1 gm. Viomycin Sulfate. 
P.O. Box 38, Cape Town 


P.O. Box 5785, Johannesburg Upon request, our Medical Department will be happy to send you a copy of 
113, Umbilo Read, Durban 
South Africa Viocin Sulfate, Report on Four Years of Intensive Research.” 


PFIZER INTERNATIONAL 
Service Co., Inc. 
25 Broad Street, New York 4. V_Y..U.S8.A. 

eer ‘840 


Worlds Sa Producer ’ 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, ete. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


G@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED | 


LONDON AND SHREWSBURY, ENGLAND 
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ANNOUNCHY 


THE FIRST BROAD-SPECTRUM ANTIBIOTIC SURGICAL DRESSING AND PACKING. 


AUREOMYCIN DRESSING, a product of Davis & Geck of Brooklyn, New York, is a safe, anti- 
bacterial diessing for surface wounds, with the following advantages: prevents infection and 
promotes healing, minimizes abrasion, sticking and maceration, controls odor. 
It is recommended wherever a non-adhering antibacterial dressing is needed; e.g., for skin 
grafts, indolent ulcers, burns, incisions, abrasions or as a nasal, rectal or vaginal packing. 
AUREOMYCIN PACKING, another D&G product, rapidly clears localized infection. It is used 
to pack abscess cavities and to drain purulent collections, in traumatic and other wounds; as 
a packing for boils and carbuncles. 

FULL PARTICULARS OF THESE UNIQUE PRODUCTS UPON REQUEST. 
A product of a 


JIQ> dy 
Davis & Geck Ine. 


or Cganamid courant 
Brooklyn, N. Y., U.S.A. 
Distributed by: y= 
Alex. Lipworth Ltd. 
1-3 De Villiers St. 
Aureomycin Packing Johannesburg Aureomycin Dressing 


THE “OXYCILLIN” ATOMISER 


THE “OXYCILLIN’’ ATOMISER ADMINISTERS OXYGEN AND 
PENICILLIN IN AEROSOL FORM. IT IS SPECIALLY DESIGNED FOR 
USE WITH OXYGEN TENTS OR ATTACHMENT TO AN OXYGEN 
INHALER. IT ADMINISTERS A DRY VAPOUR IN A FINE STATE 
OF SUBDIVISION AND EXTENSIVE RESEARCH HAS PROVEN 
THAT THE ““OXYCILLIN’’ FULFILS ALL THE REQUIREMENTS FOR 
EFFECTIVELY PRODUCING PENICILLIN AEROSOL IN A STATE 
READILY ABSORBABLE. 

THE UNIT IS ATTACHED TO A TWO-STAGE OXYGEN 
REGULATOR AND A CONTROL KNOB ENABLES THE SOLUTION 
TO BE GIVEN FOR SPECIFIC PERIODS WHILST OXYGEN IS 
GIVEN CONTINUOUSLY. A FINELY CALIBRATED SOLUTION 
CONTAINER ENSURES ACCURATE DOSAGE. 


Enquiries: 
53 Third Street, Bezuidenhout Valley, Telephone: 24-6936, Johannesburg 
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4ye: The 7-18 month age-group was the largest and 
numbered 25 (83%) of the 31 cases. Table III shows the 
incidence. 


RELATION OF PINK DISEASE TO ADMINISTRATION OF TEETHING 
POWDERS 

Ot the 31 cases, 14 (45%) had definitely been given mer- 
cury-containing teething powders, 9 (29°) had been given 
teething powders containing no mercury, 3 (10%) had had 
no teething powders at all, and 5 (16°) could not supply 
information. Seven (23%) had had whole batteries of 
different’ powders given to them. Several mothers 
remembered later that they had given their infants 
ditlerent types of powders 

Ot the controls who had been given teething powders, 
9 (83%) had been given mercurial powders and 8 (47°) 
had been given unspecified powders. 

Mercury in the Urine: Table IV shows the incidence 


TABLE IV: MERCURY CONTENT IN URINE (MICROGRAMS LITRE) IN 
(1) CASES OF PINK DISEASE, (2) CONTROLS WHO HAD BEEN 
GIVEN TEETHING POWDERS, AND (3) CONTROLS WHO HAD 
NOT BEEN GIVEN TEETHING POWDERS 


Controls 
He l Pink Disease With teething Without teething 
(22)* powders (17) powders (14) 
0 4+ (18%) 4 (24%) 6 (43°) 
0-50 6 (27%) 4 (24”,) 6 (43°,) 
51-100 1 (4-5%) § (29%) 
101-250 1 2 (12%) 
251-500 § (23%) 
501-1000 2 (9%) 
1001-2000 2 (9%) 
2 1 (4°5°%) 
100 1} (80%) 4 (24%) 1 (7%) 
100 11 (50%) 13 (76%) 13 (93%) 
Average 386 Hg we. 110 Hg yg. 34 Hg pg. |. 


*9 other cases were not estimated 


of mercury in the urine of children with (a) pink disease; 
(b) controls (i) who had been given teething powders and 
(ii) who had never had teething powders. 

It will be seen that in the cases of pink disease, 11 out 


of 22 cases (50%) had more than 100 «g. Hg per litre, and 
that the average Hg content in the 22 cases was 386 «g./| 
Of the 17 controls who had had teething powders, 13 
(76) had less than 100 «g./l. and the average was 
110 ug. (lL. The highest quantities of mercury were actu- 
ally obtained in those given non-mercurial teething 
powders. Of those who had not been given teething 
powders,’* 13 (93%) had less than 100 and 
the average was 34 «g. Hg/1. 

Neither of the control groups had the large quantities 
present in some of the children with pink disease 


TREATMENT WITH BAL 

Ihe use of BAL as suggested by Bivings and Lewis * has 
added another form of treatment to the numerous items 
used in the past. BAL has scientific backing for its use. 
It is, however, a toxic substance in itself and hospitaliza- 
tion is required for its use and control; it should therefore 
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only be given to severe cases of pink disease containing 
significant quantities of mercury in the urine. It was 
used in 10 cases (Table V). Of these 2 had not had the 
urine examined at the onset of treatment because the 
facilities for the tests were not at that tme available 

The results obtained with BAL in this study have been 
uniformly good, in some of the cases even dramatically 
good. Case 4, for instance, was transformed in 48 hours 
from a miserable, crying and photophobic child to one 
who smiled and ate and tolerated bright sunshine. The 
main effect was on the personality and emotional reactions 
of the child—an alteration for the better in the whole 
personality within a few days, after months of acute 
misery. 

The hypotonia, hypertension, tachycardia, coldness and 
redness of the extremities took a considerable time to 
disappear —in some cases many months. Case 28 
required two courses of treatment because he commenced 
to relapse after an initial recovery. 


CONCLUSIONS AND DISCUSSION 


It is interesting to note the wide scatter of results in all 
the groups. The over-all tendency, however, is for the 
highest quantities of mercury to be present in those with 
pink disease. Another interesting observation is the high 
quantities found in the urine of some of the children who 
have been given teething powders not containing mercury. 
It is impossible to say how these children had ingested 
the metal. Stock '' reports the presence of trace quanti. 
ties of mercury in air, foods and soil. 

In some of the cases the information about the type 
of teething powder used may have been incorrect. In 
several cases it was learnt later that mercury-containing 
teething powders had been given, whereas in the first 
instance that information had been withheld—not neces- 
sarily deliberately. Mothers are notoriously forgetful about 
past incidents in their children’s lives. Such an incident 
may very well explain the presence of 250 micrograms 
Hg litre in a child who was alleged never to have had a 
teething powder. 

From the data it is difficult to deduce what the normal 
mercurial content of urine should be. It would be a fair 
assumption that quantities below 100g. 1. could be con- 
sidered to be within normal limits. This does not exclude 
the possibility that children with quantities considerably 
below this may be suffering from pink disease. Indeed 
50%, of the cases of pink disease in which the urine was 
examined showed less than 100 ug. Hg |. Four (17%) of 
cases had no mercury in the urine. 

How the mercury acts is at present only a matter for 
conjecture. It is not claimed that it acts as a direct poison 
Both Warkany and Fanconi postulate a sensitivity action 
in the nature of an allergic reaction. Hence the lack of 
symptoms in children with considerable amounts of 
mercury in the urine. Cheek considers that the illness ts 
due to the ‘alarm reaction’ of Selye but does not explain 
what sets off this reaction. 

There is as yet no satisfactory explanation of this syn- 
drome. Leys'* describes it as an encephalitic 
phenomenon—an_ encephalitis of the diencephalon 
hence the predominance of signs and symptoms referable 
to the autonomic nervous system. 
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TABLE V: TEN CASES OF PINK DISEASE TREATED WITH BALt 
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Sex and 
Age 


xX 


5 F. 
23 ms 
6 M. ? 
12 ms 
9 mM | xX 
9 ms. 
11 Y 
xX 


Teething 
Powders*® 


1s M. 
13 ms. 

16 F. = 
13 ms. Y 
Il ms. 


Date of 
Treatment 


1950 


12 Apr. 


19 Jun. 1950 


8 Aug. 1950 


5 Sept. 1950 


2 Sept. 1950 


17 Nov. 1950 


12 Jan. 1951 


1 Feb. 1951 
§ Dec. 1951 
Dec. 1951 
(2 courses) 


Date 


He Micrograms/litre 


Quantity 


Blood 
Pressure 


Recovers 


Dramatic 


Immediate 


11 July 1950 120/90 

6 Aug. 1950 104/70 Very good 
18 Aug. 1950 14 90)? Final-slow 
31 July 1950 74 150.90 | Good _ 
18 Aug. 1950 180 120/75 

Sept. 1950] 2,950 110/75 

7 Sept. 1950| 300 11680 | Good 
6 Oct. 1950 5 130/80 

11 Oct. 1950 0 

15 Jan. 1951 36 140/100 

2 Oct. 1950 130 | 130/70 | Excellent 
17 Oct. 1950 260 

14 Nov. 1950 150,100 Slow 


8 Jan. 1951 
24 Jan. 


1951 


30 Jan. 1951 
7 Feb. 1951 
10 April 1951 
5 Dec. 1951 
9 Jan. 1952 
5 Dec. 1951 
6 Feb. 1952 


0 120/70 
0 
1,180 150,110 
90 
190 110/70 
280 150/110 
142 100/50 
530 | 15070 | 
316 110 60 


No improvement 


Excellent 
Excellent 


Good 


Associated 
Iliness 


Malnutrition 


Infantile 
eczema 


? Glandular 


The hypotonia and 


muscular wasting 


are probably 


secondary to the anorexia and electrolytic disturbance. 
Definite deductions cannot be made from the results. 
However, there is a significant trend that is suggestive of 


a reaction to mercury 


-the quantities in 


the urine of 


cases suffering from pink disease tend on the whole 
to be greater; there are more cases with larger amounts of 
mercury and there is the clinical experience of the extra- 
ordinary rapid improvement with the use of BAL. 
Confirmatory evidence comes from Switzerland, where 
the age incidence of pink disease is higher than in English- 


speaking countries. 


The explanation offered is that in 


Britain, the colonies and the U.S.A. the commonest means 
of giving children mercury is by means of calomel in 
teething powders, whereas in Switzerland it is given to 
children at a later age in the form of worm powders. 
It is clear that the use of teething powders should be 


avoided. The common idea that they 
to come out’ is arrant nonsense. 


help the teeth 


Teething powders may 


act as soothing agents, the soothing factor being an 


analgesic. 


There seems no reason why the public should 


not be informed that aspirin is an excellent * soother’ and 


very much cheaper than teething powders. 


Statistical Comment 


**X’ contains no mercury; ‘Y* and ‘Z’ contain appreciable quantities of mercury in the form of calomel. 
+ BAL was used in dose of 1-1 mg./lb. with a total of 35 doses. 


(J. Maritz. 


Institute for Personnel Research): 


‘The result of the 


the observations (with some adjustment made for the 


1.95 for 50 d.f., 


values) was: 


‘= 


Student 


Statistician, Nationa! 


“t-test on the logarithms o 


which may be regarded as significant at the 10% level.’ 


SUMMARY 


Thirty-one cases of pink disease are reported. Of these 22 


had their urine examined for mercury. 


Eleven of these 


cases had more than 100 micrograms Hg per litre; 5 had 


more than 500 «g. 


Hg/l. 


cury in the urine was 386 wg. /I. 

Seventeen controls who had been given teething powders 
and 14 controls who had not been given teething powders 
also had their urines examined. Of the former, 13 had 


less than 100 ug. Hg/I1., and the average was 110 «g./1. 


The average quantity of mer 


Ot 


the latter, 13 had less than 100 ug. Hg 1, and the average 


was 34 


The relationship of pink disease to teething powders 
containing mercury is discussed. 
The signs and symptoms of pink disease are discussed. 
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BAL used in 10 cases of pink disease gave very satis- 
factory results. 


This work could not have been done without the co-operation 
of the National Chemical Laboratory of the Council for 
Scientific and Industrial Research. To Mr. D. J. S. Gray 
who did the analyses, my sincerest thanks are due. 

Thanks are also due to Mr. J. S. Maritz, statistician at the 
National Institute for Personnel Research for his critical 
analysis of the work done; to the superintendents of the 
various hospitals for providing me with the information about 
the incidence of pink disease in their hospitals; to Brigadier 
W. H. du Plessis, Surgeon-General, S.A.M.C., U.D.F., and 
Dr. L. Feitelberg, Medical Officer in charge, Edenvale 
Hospital, for permission to use cases occurring at the No. 1 
S.A. Military Hospital and Edenvale Hospital, respectively 
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ADDENDUM 


After this paper was completed, another case (No. 32) of 
pink disease was presented on 2 September 1952. This child 
had been given teething powders containing 16.5% Hg. He 
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showed the following signs and symptoms: irritability, 
anorexia, thirst, insomnia, redness of hands, feet and nose, 
itchiness of hands, muscle weakness and gradual loss of 
ability to use his legs, sweating, hypertension (200/110 mm 
Hg), tachycardia (heart rate, 160 per minute). 

He was admitted to hospital for treatment with BAIL 
This was started on 5 September 1952. His urine was esti 
mated before treatment and was found to have an appreciable 
quantity of Hg (96 «g./L). Thirty-five injections of BAL 
were then given (1.1 mg./ib. dose) (Table VI) and as many 


RESULTS OF TREATMENT WITH BAL (35 INJECTIONS 
IN 7 DAYS) 


TABLE VI: CASE 32; 


Hg in Urine 
(Micrograms 
per litre) 


Before treatment started. 


4 September 
BAL started. 


6 September 
7 September 
8 September 
8 September 
10 September 
11 September 
12 September 
13 September 
14 September 
20 September 


BAL stopped. 


specimens of urine collected as was ssible from such a 
small child. Excretion of Hg increased daily until BAL was 
stopped. It then fell rapidly—to very much below the level 
before treatment was begun. These results demonstrate the 
presence of large amounts of Hg in the body, which were 
released from their tissue-combination by BAL. 

The child made no dramatic recovery but some of his 
symptoms definitely improved. He became less irritable, 
regained his appetite, perspired less and actually smiled 
spontaneously. His blood pressure decreased from 200/110 
to 140/100 mm. Hg in one week and the pulse rate from 
160 to 120 per min. His hands and feet remained red and 
cold. He still had hypertension and tachycardia and he was 
undoubtedly still a very sick child 


OSSEOUS CHANGES IN NEURAL LEPROSY* 


JAMES BaRNETSON, M.D., D-T. M. & H. 
Pretoria 


[he dramatic and interesting bone changes 1n_ neural 
leprosy have received suprisingly little attention in medical 
literature. In 1909 Hirschberg and Biehler! summarized 
information to that date. Modern papers include those 
of Chamberlain, Wayson and Garland,- Faget and 
Mayoral,’ Cooney and Crosby,* and Barnetson.*: 

Through the courtesy of the Superintendent and statf of 
the Westfort Leprosy Institution, Pretoria, I was enabled 
to study osseous and peripheral circulatory changes in a 
large series of African neural lepers. The patients were 
grouped into early, moderately advanced, and advanced 
cases, and findings were as follows: 


OSSEOUS CHANGES 


These were studied by X-rays of the hands and feet of 
patients in all stages of the disease and by histological 


* A paper read at the South African Medical Congress, Johan- 
nesburg. September 1952 


examination of the bones in a few selected instances. The 
characteristic osseous lesion in neural leprosy is atrophy 
As shown by our X-rays, this atrophy begins invariably 
at the most distal margins of the terminal phalanges of 
fingers and toes and is manifested radiologically by the 
presence of minute nicks or gaps in the outline of the 
phalangeal tuft. As these gaps enlarge the tuft loses its 
sharp outline and becomes frayed and flattened in appear- 
ance. As the atrophy extends proximally, the tuft, the 
shaft, and finally the base of the phalanx become 
absorbed and the same process begins in the distal part 
of the second phalanx. The basic lesion in the bones 
in neural leprosy is thus a pure atrophy or absorption 
starting at the most distal portions of terminal phalanges 
and proceeding proximally until phalanges and complete 
digits disappear. There is no_ periosteal reaction, 
osteosclerosis or sequestrum formation in the absence of 
secondary infection. 
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The changes are nearly always bilateral but very rarely 
symmetrical in the sense that corresponding digits on both 
sides are not always affected, and, if affected, are rarely 
in the same stage of evolution 

Apart from this proximally-developing atrophy, which 
may be called the basic bone lesion of neural leprosy 
secondary osseous changes are common and can usually 
be related to fairly obvious factors 

In the foot the brunt of weight bearing ts borne largely 
by the metatarsals and proximal phalanges ard in neural 
leprosy extensive bone resorption in bone surfaces adja- 
cent to metatarso-phalangeal joints is common. A similar 
process is seen in the hands when flexion deformities have 
occurred. The bone surfaces adjacent to the rigid insensi- 
tive joints are subject to repeated trauma through knocking 
against various objects. This causes absorption of bone 
surfaces adjacent to interphalangeal or metacarpo-phalan- 
geal joints 

A fairly common finding is concentric atrophy of the 
shafts of proximal phalanges, metacarpals or metatarsals. 
It is characterized by gradual narrowing of the shaft 
without signs of osteoporosis. Diutfuse osteoporosis of 
bones of hands and feet is uncommon 

Pathological fractures may occur but are rare. An appear- 
ance simulating fracture is however frequently caused by 


extensive resorption of bone at adjacent surfaces of 
joints, interphalangeal or metatarso- or metacarpo- 
phalangeal. Secondary infection frequently causes such 


additional changes as acute periostitis, osteomyelitis and 
formation of sequestra. 

Histopathological changes were studied in specimens 
obtained by amputation or at autopsy and an attempt was 
made to correlate the radiological and histological findings. 
In the earliest cases studied, small gaps were found in the 
cortex of the tufts of the terminal phalanges. These gaps 
were filled by fairly cellular connective tissue extending 
from the periosteum to the marrow cavity. The presence 
of these gaps coincides with fraying of the margins of the 
tufts. In more advanced the trabeculae of the 
spongy bone become gradually scantier and more slender 
while the bone marrow itself becomes firstly myxomatous 
in appearance and then undergoes progressive fibrosis 
until the normal fatty marrow may entirely disappear. 
Even in bones which have undergone a_ considerable 
degree of atrophy the cortex remains of normal width up 
to the distal margin of the bone 

In the cases examined by myself there was little evidence 
of osteoclastic resorption of bone although this has been 


cases 
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described previously by Harbitz.. As bone resorption is 
probably always osteoclastic in its mechanism its absence 
is difficult to explain except on the grounds of the extreme 
slowness and chronicity of the process in neural leprosy. 


VASCULAR CHANGES 


Oscillometric studies in 20 cases of early and 37 cases of 
advanced neural leprosy showed no evidence of organic 
occlusion of the large and medium-sized arteries in the 
regions of wrists and ankles. These findings correspond 
with those of Leitner* and Faget and Mayoral.’ who 
injected radio-opaque material into the limb arteries in 
cases of neural leprosy and showed no organic narrowing. 

Skin temperature studies of hands and feet, however, 
showed definite anomalies. Twenty early cases and 1|4 
advanced were studied. Response to local warming and 
cooling in all the patients showed no significant ditler- 
ences from normal controls and this dilatability of per 
Pheral vessels to local stimulation is not impaired in this 
disease. There was, however, distinct failure of reflex 
vasodilatation in the limbs and this failure corresponded 
to the degree of neurotrophic bone change and peripheral 
anaesthesia. Reflex vasodilatation is tested by immersing 
a limb in hot water (110° F-115° F) and reflex vasodilata 
tion with rise of skin temperature will normally occur tn 
the non-immersed limbs in 7-20 minutes 


CONCLUSIONS 


Bone atrophy in neural leprosy has never been adequately 
explained. The results of our investigations have shown 
that there are three essential features in neural leprosy 
which accord to a significant degree with each other: the 
degree of peripheral nerve damage as evidenced by extent 
of anaesthesia, failure of reflex vasomotor responses and 
bone atrophy. 

It is suggested that this failure of reflex vasomotor 
response which is due to destruction of vasomotor fibres 
by the leprous peripheral neuritis is of fundamental 
importance in the causation of the osseous changes 
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NATIVE INFANT 


MICHABL GELFAND, M.D., F.R.C.P. 
Consulting Physician, Native Hospital, Salishury, Southern Rhodesia 


A study of the charms commonly worn by infants 
admitted to the Salisbury Native Hospital proved of 
considerable interest. Familiarity with this custom will 
provide the doctor with a better understanding of the 
mother’s fears for her child’s welfare and the perils she 
is particularly anxious to avoid. Our patients are perhaps 


more primitive than those seen in other areas: great varia- 
tion in the frequency of the custom is to be expected 
depending on the degree of civilization attained in different 
regions. 

The Native’s conception of disease 1s not based on 
His knowledge of anatomy 


scientific data. and simple 
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physiology is primitive and my conversations with witch- 
doctors have convinced me that they have no idea of the 
circulation nor any understanding of inflammation or 
other pathological processes. The African regards disease 
essentially as an unnatural process due to some spiritual 
torce, such as the annoyance of an ancestral spirit (mid- 
zimu), or the anger of the spirit of a dead person who has 
been killed (ngozi). But most important of all is the fea: 
that an evil person (muroi), possessed with an ill-will to 
others may bewitch him, her or the baby and so bring dis- 
aster and disease upon the family. The witch is still feared 
even though there is apparently little attempt at witch- 
hunting since the European occupation of the country 
Therefore to counteract the unseen magical forces of the 
witch counter-magical processes must be procured to 
nullify them, and the person best qualified to deal with the 
occult is none other than the mganga (witchdoctor). The 
mother or father will then set off to procure a root, or 
charm, which, when worn by the child on its body, will 
invalidate the efforts of the evil doer. This practice ot 
counteracting witchcraft by magic is still commonly seen 

It is not only with this intent that charms are worn, but 
it is perhaps their main purpose. There are two main 
groups of charms. The first and perhaps most popular 
is the type of charm which aims at preventing a particular 
disease or avoiding the bestowal of harm or ill luck on 
the baby. The second is the curative group of charms. 
which are applied to a baby already ill in order to cure 
him. 


PREVENTIVE CHARMS 


The charm is put on the baby soon after birth, generally 
within the first week or two of life. and is usually found 
by the mother herself or by one of her relations, such as 
her mother or sister, or by her husband. At times it is 
procured from the nganga, but more commonly the 
mother or a relative goes into the bush or forest in search 
of the particular charm reputed to possess the qualities 
needed for her infant's protection. 

The charm is attached to a piece of string or fibre on 
which in addition may be threaded different coloured 
beads. It is worn around the neck or waist or occasion- 
ally hung on both sides. A less common situation 1s 
around the forearm or waist. There it will remain until 
the string wears through and the charm drops away, by 
which time it is believed to have fulfilled its function. 
One Native doctor informed me that the mother may even 
save the charm to be worn by the next baby. As a rule 
only one kind of charm is worn but often two different 
ones or even several may be attached to the baby’s neck 
or waist. Again, I have noticed that different shaped 
charms are used for the same specific effect. Now the 
magic power of the charm to benefit the child is such that 
the charm may even be worn only by the mother through 
whom the magic will be transferred to her baby. In 
the photograph shown, the pair of roots—mbinjiri—worn 
around the mother’s waist was put on to prevent 
diarrhoea in her baby (Fig. 1). 

An excellent description of such magical transference 
of healing powers from mother to child is illustrated by 
the following account related by a witchdoctor practising 
in the Mtoko district. Should a child be ill over a long 
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Fig. 1. Mbinjiri. Note the 2 roots on the lowest string of 
beads. 


period and fail to improve, the doctor cuts two small 
pieces, one of the gomerara (a mistletoe parasite growing 
on trees) of the chitatatimbo tree and one of that of the 
chigarahangayiva trees. He pierces a tiny hole through 
each piece and then gives them to the mother to wear in 
pairs on a string round her waist. She is then instructed 
to prepare the child's porridge and sit under a tree with 
the infant. There she must give the child some of the 
porridge and then smear the rest on the tree saying 
‘Mutamba, take the illness from this baby.” She then 
departs and the baby is said to recover shortly afterwards, 
when the mother will remove the string with its charms, 
retaining them in case the child is again afflicted with a 
similar ailment. 

Probably the best known of the preventive charms in 
Mashonaland is chipande. In other territories, such as 
Portuguese East Africa or Nyasaland, it is known by 
another name, depending, it would appear, on the root 
or herb employed. Chipande is used to ensure closure of 
the fontanelle, which is generally believed to be a weak 
and soft spot in the infant. As this part of the body 1s 
soft it is considered that disease can readily enter through 
it, especially if its closure is delayed. The Mashona 
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mother watches the fontanelle very closely when her child 
takes ill. She is well aware that in certain diseases the 
fontanelle bulges and pulsates less vigorously than in 
good health, and that in diarrhoea and marasmuc states 
it sinks. It is not unusual, too, for her to bring the child 
into hospital owing to some abnormality that she has 
observed in the baby’s fontanelle 

Chipande derives its name from the roots of the 
chipande tree, which is generally used for this charm. 
In certain districts other roots or different charms are 
employed to produce the desired effect of hastening the 
closure of the fontanelle (Fig. 2). A particularly interest- 
ing and popular one in Mashonaland is the bone taken 


tig. 2. Chipande. Many ditferent charms seen around the 
neck and waist—all designed to ensure closure of the 
fontanelle 


from the temple of a baboon or a circular portion of flat 
bone from the sheep's skull. This affords an excellent 
example of sympathetic magic, the Native hoping that if 
this piece of bone is worn the weak part of the skull will 
similarly ossify. Another common type of chipande is 
a rounded cylindrical-shaped structure, rather like a life- 
huey, which is placed round the neck on a string; it is seen 
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Fig. 3 
buoy. 


Another variety of chipande shaped like a life- 


in babies whose mothers come from the Mtoko district, 
Portuguese East Africa and Nyasaland (Fig. 3). 

An interesting preventive charm is that known as 
chifumuro after the chifumuro tree which grows in 
Mashonaland. A small piece of root is taken from this 
tree and attached to a string which is worn round the 
infants neck. This charm ts employed to avert any 
evil influence laid on the child through the touch of any 
strange woman, particularly if she is menstruating or 
pregnant. Many mothers also use this charm to treat ill- 
ness with cough, diarrhoea or headache and to avoid 
bewitchment of the infant (Fig. 4) 


hig. 4. Chifumuro 


The third type of prophylactic amulet its that which 
aims at preventing the child from losing weight, for the 
Native mother realizes that if the child begins to lose flesh 
he will become ill. This charm is worn around the waist 

The zango or tumwa is another charm which, although 
usually worn by adults, is sometimes put on children to 
protect them against sickness, its action being similar 
to chifumuro. It is worn round the neck or waist as with 
the other charms, except in the adult, on whom it is often 
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seen round the arm. A zango is not difficult to recognize, 
since it is composed of a root or powdered roots and is 
always enclosed in white, blue or other coloured cloth, 
the edges of which are sewn together. A witchdoctor from 
the Goromonzi Reserve, near Salisbury, let me into the 
secret of his zango. He gathers the gomeraras (the mistle- 
toe or parasite growing on trees) of the following 4 trees: 
(1) mupfuti tree, (2) musasa tree, (3) mugondo tree, (4) 
mushamba tree; he then grinds them into a fine powder, 
which is enclosed in a piece of cloth to be worn round 
the neck or waist of the child. 

Another zango, given to me by a witchdoctor practising 
in the Bindura district, illustrates well the extent of the 
Native’s belief in this practice. The doctor carefully 
collects a few hairs from a special field rat (nhuta), a 
small portion of the faeces of the hungwe bird (a favourite 
bird and friend of witchdoctors) and the root of the 
ndiriri tree. All these are wrapped in a piece of cloth to 
be worn around the waist, neck or upper arm of the child. 
This is said to prevent people with an evil influence from 
harming him. 

We have noticed other less common charms used for 
diverse reasons. For instance, one child wore round its 
neck a small root to protect him. when he passed over a 
cross-road, from being attacked by evil influences left 
there by strangers. Another charm worn around a baby 
boy’s neck was placed there to ensure that his mother 
would continue to bear male children. She had sought 
advice from a Native doctor because all her children had 
been girls, and had been told to wear this charm. When 
her son was born she put it round his neck in order to 
retain its magical powers, hoping that with its aid she 
would bear more sons. 


CURATIVE ROOTS 


The second and perhaps more commonly used group of 
charms are those designed to cure an illness, or more 


correctly a symptom, in the baby. The usual symptoms 
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for which these charms are used are vomiting, diarrhoea 
and abdominal pains. The Native, although he recognizes 
a few diseases, such as leprosy and venereal disease, has 
normally no proper conception of disease as an entity, 
but thinks of illness in terms of symptoms, such as cough, 
headache and backache. 

These charms mostly consist of roots—small pieces of 
wood, often cylindrical in shape, which are commonly 
attached to a string in pairs, the patient sometimes wearing 
two or more pairs on the same string. In other cases a 
flattened irregular piece of root is tied round the neck or 
waist of the child. Each medicine used is given its own 
name according to the root from which it is taken. Hence 
one can expect a great variety of names, varying from 
one locality to another. 

Frequently when an infant is ill and the mother has 
noticed some abnormality of the fontanelle she seeks 
medical aid from the nganga, who prepares a dressing 
composed of burnt roots mixed with fat and oil, which he 
smears on the child's fontanelle. In the Marandellas 
district rooots of the mutsia or mutengeni trees are used 
from this purpose. The outer portions are ground into 
powder and mixed into a paste with beeswax and then 
after the baby’s head has been shaved the paste is spread 
over the fontanelle. This, of course, is intended to cure 
the sick child. whereas the object of the chipande is to 
prevent the illness. A witchdoctor practising near Salis- 
bury in the Goromonzi district has a similar remedy for 
a fontanelle which is slow in closing. He collects the 
faeces of a baboon and the leaves of the muchencheni 
tree and burns them together to ashes, which he then 
mixes with a little monkey nut oil and smears over the 
infant's fontanelle. 


1 wish to express my thanks to Dr. R. M. Morris, O.BE., 
for his kind permission to publish this paper. 
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AN UNUSUAL ABDOMINAL EMERGENCY 


P. D. DE VILLIERS 
King Edward VIII Hospital, Durban 


CASE REPORT 


History: D., am Indian male aged 40 years came to 
us at King Edward VIII Hospital, Durban, at 8 p.m. 
on 19 January, 1953, with a clinical picture immediately 
suggestive of a perforated peptic ulcer. Two hours 
earlier, however, half-an-hour after his evening meal of 
vegetable curry, rice and a large quantity of fluid, Donald 
had fallen a height of 12 feet out of, a tree in which he 
was picking mangos. How he landed he could not recall, 
but remembered well that he had suffered agonizing 
abdominal pain from that moment, so severe that he had 
remained motionless and terrified, under the tree until 
friends could carry him inside. No previous history of 
dyspepsia was elicited. 

Examination: hospital, the patient's mucous 
membranes were well coloured but his temperature was 


subnormal and his racing pulse barely perceptible. He 
was anxious and panting in short, painful gasps. His 
abdomen was scaphoid, immobile, rigid and tender. The 
liver area was hyper-resonant to percussion, as was the 
rest of the abdomen in the supine position, except for a 
small island of stony dullness in the left hypochondrium 
Shifting dullness made the presence of a large amount of 
free fluid in the peritoneal cavity obvious. No abnormal 
signs were detected in the chest. Bowel sounds were clearly 
audible. 

Lateral recumbent radiographs (Fig. 1) confirmed the 
presence of an abundance of free gas and fluid in the 
abdomen. No rib fractures were evident. 

Diagnosis: It was immediately apparent, from the 
evidence of intense peritoneal irritation that the gas- 
containing viscus which was leaking intraperitoneally 


= 
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Fig. 1. Antero-posterior view with patient lying on left side 
showing abdominal fluid levels in right hypochondrium 


could only be the stomach. The question was, whether 
the injury was responsible tor the rupture, merely inci- 
dental, or whether, indeed the patient had fallen from his 
perch with the shock of the perforation of a peptic ulcer? 

Operation: On opening the abdomen, under pentothal 
and flaxidil anaesthesia, alter suitable resuscitation, we 
were confronted with a peritoneal cavity flooded into 
every available space with thin, watery fluid in which 
floated grains of rice and shreds of vegetables. No free 
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blood was seen, but there was some haemorrhage visible 
between the layers of the lesser omentum. This drew 
attention to a 2 in. long rent in the lesser omentum, and, 
under that, mucosa pouting through I} in. oblique tear 
high up on the lesser curve of the stomach. The injury 
appeared to have affected an otherwise normal stomach. 

After repair of this rupture, examination of the other 
abdominal viscera revealed no further injuries. The spleen 
was found to be fixed to the left abdominal dome by 
strong fibrous adhesions (accounting for the persistent per- 
cussion dullness in this area). 

Etiology: It is interesting to speculate on the mechanism 
of rupture of the stomach in this case. Other descriptions 
of ‘subcutaneous rupture’ of the stomach refer to direct 
blows on a distended stomach, underwater blast, vomiting, 
gastric lavage, and sudden contraction of the abdominal 
muscles as causes (Aird '). One can well conceive, however, 
how during a fall a heavily laden mobile stomach may be 
carried on by its own velocity when the body is abruptly 
brought to rest, to tear itself loose from its upper mooring 

Prognosis: here remains to relate a sad facet to this 
story: My patient (after 18 hours of vain endeavour to 
restore a constantly falling blood-pressure by means of 
intravenous saline and blood, together with pressor sub- 
stances) was no longer alive. At autupsy, no other injuries 
were found, the patient appearing to have died as a result 
of shock due to an isolated perforation of the stomach, 
and the consequent peritoneal irritation. With the 
generally accepted mortality of perforated peptic ulcers at 
about 10°,, one wonders at the almost invariable fatality 
of traumatic closed rupture of the stomach. Professor 
Aird ! offers as an explanation the occurrence of associated 
intra-abdominal injuries in 75 of cases. Is the shock 
following a sudden large tear rather than the slow leakage 
of a perforated ulcer partly responsible? In our particular 
case, was the irritation caused by hot Indian curry in the 
peritoneal cavity partly to blame? I am still wondering. 


My thanks to Dr. J. L. Parker, Medical Superintendent. King 
Edward VIII Hospital, Durban and Mr. Goldberg, Consulting- 
Surgeon for allowing me to publish this case. 
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HAEMOPTYSIS* 


Wacrer L. F.R.C.S., M.R.C.P. 
Cape Town 


the general practitioner is frequently faced with the 


worrying problem of haemoptysis 


The production of a small quantity of blood-stained 
sputum, or merely a faintly tinged sputum, may be totally 
disregarded by the patient. On the other hand, the cough- 
ing-up of a large amount of bright red blood is so terrify- 
ing that urgent medical advice is sought. 


* Lecture given at a meeting of the Northern Areas Division 
of the Cape Western Branch of the Medical Association of 
South Africa on 6 May 1953 


It should be stressed that the difference between a 
frank, severe haemoptysis and a blood-stained or tinged 
sputum is merely one of degree, because symptomatically 
they are of equal Significance. The general practitioner 
in realizing that the haemoptysis is a signal for a complete 
and thorough examination may meet with opposition from 
the patient, who feels quite well, has no other symptoms, 
and regards his doctor as an oOver-anxious alarmist. 

Naturally, the patient who is already severely incapaci- 
tated by other symptoms seldom offers any resistance to 
investigation. 
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HISTORY 


It is important to obtain a good history from the patient. 

Often he will state with certainty that the blood has 
come from a particular side of his chest, but just as often 
he will be proved wrong. 

\ special set of questions should be asked, irrespective 
of the symptoms spontaneously reported by the patient. 

1. Onset of the Haemoptysis. It is important to inquire 
about the date of the first haemoptysis, for although the 
patent may volunteer a history of recent origin, further 
questioning may reveal a story of repeated haemoptyses 
extending over a period of months, or years 

2. Cough. The presence of a cough should be ascer- 
tained. Has the cough been present for many years, or 
is it a recent symptom? Has the cough been getting 
worse? Finally, it there a likelihood of the cough being 
due to smoking? 

Inquiries should be made about any unusual associated 
events, —e.g. a patient stated that she had had a cough 
for one month, and had been producing a blood-stained 
sputum for the past fortnight. On questioning, she 
recalled that following on a choking fit during a meal she 
started coughing, and thought that she had coughed up a 
piece of bone. which might have been swallowed, or even 
aspirated. 

3. Sputum. A careful inquiry should be made about 
the quantity of sputum produced each day, e.g. is a tea- 
spoonful or a tablespoonful produced over a period of 
24 hours? Further questions should determine the type 
of sputum. Is it yellow, or green, or white, or is it always 
slightly pink? The patient who coughs up a muco-puru- 
lent sputum when he alters his position, such as when he 
gets into bed, or rises early in the morning, may be 
sulfering from some underlying lung pathology such as 
«a bronchiectasis, the haemoptysis being just one of the 
manifestations of this pre-existing disease. 

4+. Pain. The relationship of pain to the haemoptysis may 
yield valuable information. Thus, pain followed shortly 
afterwards by cough and the production of a blood-stained 
sputum may lead one to suspect a pulmonary embolus. 
Similarly recurrent attacks of pain over many months, 
associated with increased sputum which may be of a muco- 
purulent nature, plus haemoptysis, may suggest repeated 
bouts of pleurisy in an old-standing condition such as 
bronchiectasis. 

S. Weight Changes. Gross alterations in weight should 
be noted. Has a steady loss of weight occurred over a 
period of months or years, or is the drop in weight of 
comparatively recent origin? 

6. Appetite. A change in weight may lead one to expect 
that there has been a change in appetite. The patient may 
State that he suffers not only from poor appetite but from 
disordered digestion. 

Shortness of Breath. Patients may state that they 
have been conscious of an increasing dyspnoea, occurring 
either at rest or on exertion. Patients may remark on the 
fact that ordinarily they have not got ‘good wind’, but 
that in recent weeks or months they have noticed a 
definite change. Again, other patients will state that their 


shortness of breath has always been present and has 
shown no recent change 
8. Temperature. 


Most patients are unaware of changes 
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in their temperature unless these changes are gross. The 
patient should therefore be asked if he has noticed any 
alteration. Although the patient may not actually have 
taken his temperature, he may have felt that his tempera- 
ture was raised, and even state that this occurred at a 
particular time, e.g. at night 

9. Exercise. Toleration to exercise should be investi- 
gated. Increasing fatigue over many months, and a dis 
inclination for work may be important symptoms. 

10. Nasal Obstruction. Is there any difficulty with 
breathing, or any pain or discomfort in and around the 
nasal sinuses? Patients will often state that they can feel 
a discharge running down the back of the throat, that 
breathing through the nose is difficult, and that they 
frequently have attacks of discomfort or pain around the 
nasal sinuses 

ll. Haemoprtysis. his, the main symptom, should be 
thoroughly discussed with the patient. The quantity of 
the haemoptysis must be determined, whether it is present 
continuously or occurs intermittently. The association of 
the haemoptysis with cough and exercise must be ascer- 
tained. Does the patient notice that the blood wells up 
into the throat, or does the haemoptysis ensue on severe 
bouts of coughing? Many patients state that they become 
aware of a trckling sensation which, on waking up, they 
find to be due to the presence of a mouthful of blood. 

12. Past History. Occasionally the patient gives a his- 
tory of chronic chest infection in the past; e.g. he may have 
had some chest operation in childhood, or he may have 
been in a sanatorium for the treatment of a tuberculous 
lesion, or he may previously have required treatment for 
his nasal sinuses, which are frequently the site of acute 
obstruction. 

The purpose of all these inquiries is to find out whether 
old-standing disease exists, or whether the condition lead- 
ing to the haemoptysis is of recent origin. 


DIFFERENTIAL DIAGNOSIS 


A short time ago at a meeting of chest physicians it was 
stated that although a large number of patients sought 
advice for small haemoptyses, few of these were found to 
be of any significance. It was therefore contended that 
unless there were signs of definite chest pathology, it was 
not reasonable to make these patients undergo a complete, 
thorough, and often uncomfortable investigation. | 
strongly disagree with this view, and in order to emphasize 
this point I can only state that in my own hospital and 
private practice during the last 6 months in only 3 cases 
was the haemoptysis of no significance. 

The causes of haemoptyses are listed in order of per- 
centage frequency, ie. the frequency with which the 
haemoptysis is associated with the disease. 

1. Tumours. Primary malignant tumours of the respira- 
tory tract cause haemoptyses far more often than 
metastatic lesions. The haemoptysis may be the first 
symptom, and if it is disregarded valuable time may be 
lost in the treatment of this condition. If the broncho- 
genic carcinoma lies in the main stem bronchus, 
haemoptysis is more likely to occur, the patient usually 
being over the age of 40. On the other hand, although 
the haemoptysis may be the earliest symptom, the causative 
bronchogenic carcinoma may already be inoperable. 
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Adenoma of the bronchus, which commonly occurs in a 
younger age-group, is characterized by a longer history of 
bleeding and a greater loss of blood. 

As metastatic tumours very rarely cause haemoptyses, a 
story of haemoptysis in a male patient over 40 years of 
age is highly suggestive of carcinoma of the bronchus. 

Statistically the incidence of carcinoma of the bronchus 
in men and women is in the ratio of almost 10 to 1. 

2. Bronchiectasis. _Haemoptysis is a fairly common 
symptom of bronchiectasis. Contrary to the usual belief, 
dry bronchiectasis is a rare condition. It is therefore not 
usual to see a haemoptysis occuring without an accom- 
panying copious muco-purulent, and sometimes foetid, 
sputum. Frequently a history is obtained of years of cough 
and productive sputum with definite postural effects, 1.e. 
an increased output of sputum consequent on alteration of 
position. 

There may be a history of measles or whooping-cough 
in childhood, followed by chronic cough with exacerba- 
tions as the infection extends from the bronchi to the 
surrounding lung tissue. Haemoptyses occur at the times 
of these acute super-infections, so that although the history 
may be a long one, only occasionally is the haemoptysis 
severe or dangerous. 

Bronchiectasis with haemoptysis is usually a disease of 
the younger age group, and affects both sexes equally. 

Patients may seek assistance, not because of the 
haemoptysis, but because their sputum becomes not only 
foul-tasting but so foetid as to render them social out- 
casts. 

3. Chronic Bronchitis. It is not well known that 
haemoptysis frequently occurs as a symptom of chronic 
bronchitis. I must emphasize, however, that haemoptysis 
should never be regarded as a symptom of chronic 
bronchitis until all other suspect conditions have been 
excluded. If chronic bronchitis is known to exist, the 
symptom of haemoptysis may be attributed to it after the 
satisfactory exclusion of more serious conditions. 

4. Pulmonary Tuberculosis. Haemoptysis is very fre- 
quently associated with pulmonary tuberculosis. The 
patient usually presents with long history of cough and 
sputum, malaise, temperature and haemoptysis, and the 
story itself provides a pointer to the diagnosis of a tuber- 
culous basis. 

A haemoptysis may, however, be the first symptom of 
an underlying tuberculous infection. One should remember 
that the histology of a tuberculous lesion shows an 
avascular necrosis, and therefore haemoptysis does not 
occur in all cases of pulmonary tuberculosis, even though 
gross lung damage exists. 

Blood vessels often traverse tuberculous cavities in 
cases of extensive cavitation, and when one of the larger 
vessels is eroded a severe and occasionally fatal haemo- 
rrhage may ensure 

5. Lung Abscess. Haemoptysis is a frequent symptom 
of an acute infection of the lung, e.g. pyogenic abscess. 
It is one of the manifestations of inflammation in lung 
tissue, and its association with the other signs of tempera- 
ture, cough and sputum, plus the radiographic evidence, 
should readily determine the nature of the disease. 

Naturally it must be remembered that a lung abscess 
may itself be a complication of some other lung pathology: 
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e.g. the abscess may be a complication of an underlying 
bronchogenic carcinoma, it may follow on a partial 
evacuation of a hydatid cyst, and occasionally it may be 
a complication of a sub-phenic or amoebic abscess which 
has drained through the diaphragm into the lung. In such 
cases particular attention should be paid to the nature of 
the blood-stained sputum. Thus, the sputum associated 
with a liver abscess which has made its way through the 
lung is often not only blood-stained, but may be dis- 
coloured by bile pigments. 

Cough, sputum and haemoptysis are the 3 cardinal 
symptoms of carcinoma of the lung, bronchiectasis, and 
pulmonary tuberculosis. In all 3 cases, though the initial 
diagnosis may be difficult, routine procedures should 
speedily establish the basis of the symptomatology. 

6. Mitral Stenosis and Heart Disease. Haemoptyses are 
of common occurrence in cases of mitral stenosis and 
cardio-vascular lesions, such as hypertension and aortic 
aneurysm. The haemoptysis is usually the only respira- 
tory symptom, as cough and sputum are not frequently 
seen. Shortness of breath together with a haemoptysis 
suggests a cardiac rather than a pulmonary disorder. 
Clinical examination will also help to localize the cause 
of the haemoptysis to the cardio-vascular system. 

7. Pneumonitis. Inflammatory lesions of the lung, par- 
ticularly the specific fever of lobar pneumonia, are more 
often associated with the production of a rusty sputum 
than with a frank haemoptysis. The other symptoms of the 
specific fevers will be present, and the characteristic picture 
is one of an acute inflammatory lesion with haemoptysis. 

8. Other Causes. The most common and important 
diseases leading to haemoptysis have now been con- 
sidered, albeit briefly. Numerous other conditions, how- 
ever, can cause this symptom, and should be borne in 
mind in the making of a diagnosis. Prominent in this 
lesser group are pulmonary infarction, mediastinal 
tumours, foreign bodies in the bronchi, and post-operative 
atelectasis. 

9. Haemoptysis of Unknown Etiology. In a certain 
number of cases the etiology of the haemoptysis remains 
obscure even after full investigation. This is a distressing 
state of affairs for both the patient and the doctor, particu- 
larly if the haemoptyses recur. In cases such as these the 
patient should be kept under close observation. The 
question of an insidious malignant growth must be con- 
stantly kept in mind without making the patient unduly 
anxious. 


EXAMINATION OF THE PATIENT 


The investigation of a case of haemoptysis must be com- 
plete, and this implies a thorough general overhaul, apart 
from the local chest examination. The patient may look 
well, and have no symptoms other than the haemoptysis. 
yet it is not enough to state that all is well because no 
physical signs have been found in the chest. The general 
examination should include the nose, throat, mouth and 
pharynx, for frequently the haemoptysis may be found 
to be due to a bleeding from, or to an acute infection of, 
the naso-pharynx. 

The Chest Examination. The chest examination should 
consist of the routine investigation of the respiratory and 
cardio-vascular systems. It must be remembered that even 
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though the patient is coughing up a blood-stained sputum 
the cause may lie in the abdomen. Careful examination 
must be made of the abdomen, with particular reference to 
the hepatic and sub-phrenic regions. 

If the patient is suffering from portal obstruction, back 
pressure shows itself by the presence of haemorrhoids. 
The vessels in the oesophageal region may be similarly 
engorged, and rupture of one of these oesophageal veins 
may lead to the expectoration of blood, not from the 
chest as suspected, but from the top end of the oesophagus. 


SPECIAL INVESTIGATIONS 


1. X-ray Examination. X-ray of the chest should 
obviously be a standard procedure in the investigation of 
all cases of haemoptysis. This examination should include 
not only a P.A. view of the chest, but also a lordotic view 
and oblique views, if necessary. The X-ray examination 
may immediately reveal that the cause of the haemoptysis 
is a tuberculous lesion, or a rounded shadow may be seen 
suggestive of a mediastinal neoplasm. The dislocation of 
the mediastinum to one side, with the presence of atelec- 
tasis of the lung may indicate the presence of 
bronchiectasis. 

The radiographic examination, though it may not clearly 
indicate the cause of the haemoptysis, will probably pro- 
vide a clue for further investigation. 

2. Bronchoscopy. Some authorities state that broncho- 
scopy should be performed in all cases of haemoptysis. I 
am in entire agreement, but with the proviso that I do not 
consider it a necessary procedure if a tuberculous or 
bronchiectatic etiology has been established. Although 
the majority of neoplastic lesions are within range of the 
bronchoscope, 15 to 20°, remain beyond its range. A 
negative bronchoscopy result may therefore be obtained 
which does not necessarily exclude the presence of a 
pulmonary neoplasm. 

Bronchoscopy may disclose the presence of a tumour 
within the lumen of the bronchus, or a bronchial distor- 
tion due to a lesion outside the bronchus. In doubtful 
cases the presence of pus issuing from a widened bronchus 
is suggestive of bronchiectasis. If any neoplastic tissue is 
visualized, sections should be secured for pathological 
investigation. 

3. Bronchography. The entire bronchial tree can be 
visualized by bronchography, which may show the 
presence of bronchiectasis, or an obstructed bronchus due 
to a neoplasm. It is important for the surgeon to know 
the distribution of a bronchiectasis as accurately as 
possible; e.g. in a basal bronchiectasis the apex of the 
lower lobe may be perfectly normal and can be spared 
when surgical resection is performed. 

4+. Sputum Examination. The 


sputum should be 
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examined in all cases, as tubercle bacilli or neoplastic cells 
may be present. A negative result of one examination is 
not sufficient, and if possible several examinations should 
be carried out. Where there is no sputum, and a tuber- 
culous lesion is suspected, a stomach washout is a justi- 
tiable procedure, and the secretions must then be examined 
for tubercle bacilli. 

5. Blood Examination. Examination of the blood may 
show an existing blood dyscrasia, or point to the presence 
of a parasitic disease. It is important to remember that 
the blood examination will also indicate whether the blood 
loss has been great enough to warrant either a blood 
transfusion or urgent surgical intervention. 


TREATMENT 


The immediate treatment is for the haemoptysis itself, 
the subsequent treatment being directed towards the actual 
cause of the symptom. 

Control of the bleeding site may be an urgent necessity. 
Occasionally the induction of a pneumothorax, and very 
rarely the removal of the affected part constitute surgical 
emergencies. 

Usually, however, the patient only requires the ordinary 
measures for treatment of haemorrhage, plus a cough 
sedative such as one of the codeine or heroin derivatives. 
Morphine should be given to sedate the patient if he is 
anxious. 

If the bleeding site has not been determined, it may be 
advisable to examine the patient bronchoscopically during 
the haemoptysis to gain information about the side and 
site of the haemorrhage. Subsequent treatment naturally 
depends on the etiology of the haemoptysis. 

In conclusion I must repeat that haemoptysis is a 
symptom which always requires full and complete inves- 
tigation. This statement applies particularly to an 
apparently healthy patient, in view of the fact that he may 
be harbouring a malignant lesion of the lung which might 
sull be surgically accessible. 


SUMMARY 


The clinical picture of haemoptysis is considered from 
the following points of view: 

History: onset, cough, sputum, pain, weight changes, 
appetite, dyspnoea, temperature, exercise, nasal obstruc- 
tion, haemoptysis, past history. 

Differential Diagnosis: tumours, bronchiectasis, chronic 
bronchitis, pulmonary tuberculosis, lung abscess, heart 
disease, pneumonitis, other causes. 

Examination of the Patient: chest, X-ray, bronchoscopy, 
bronchography, sputum examination, blood examination. 

Treatment: naturally depends on etiology. 
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FEDERAL COUNCIL 
Notice is hereby given that a meeting of the Federal Coune:l 
will be held in the Board Room, Technical College, Kimber 
ley, on 15 Octobe 1953, at 10 am 


\GENDA 


1. Notice convening the meeting 

2. Proxies 

3. Minules of previous meeting (circulated) 

4. Matters arising out of the minutes 

§. Financial statement by the Honorary Treasurer 
6. Report of the Executive Committee 


Reports of other Committees 

8. Reports deferred from the previous meeting 

9 Notices of motion transferred from the previous meeting 
10. New notices of motion 


11. Other business 
A. H. Tonkin, 


Secretar\ 


Medical House, 
Wa'e Street, 
Cape Town. 

1953 


18 August 


ASSOCIATION OF SOUTH APRICA ANNUAL GENERAL 


MEETING 


Mepu at 


Notice is hereby given that the Annual General Meeting of 
the Medical Association of South Africa will be held in the 
Board 
18 October 


Room, Technical College, Kimberley, on Thursday 


1953, at 9.30 am. 


AGENDA 


Minutes. 

Annual Report and Balance Sheet 
Election of Auditors. 

Induction of President. 

. Other Business. 


A. H. Tonkin, 
Secretary. 
Medical House, 
Cape Town. 
18 August 1953 


The death occurred on 25 April 1953 of Dr. Louis Fourie, 
M.B.E., at his home in Plettenberg Bay. 

Dr. Fourie was born in Oudtshoorn in 1878 and matricu- 
lated at the Victoria College, Stel'enbosch. He then went to 
Edinburgh to study medicine, his studies being interrupted 
during the Boer War, when he joined a party of students to 
serve in an ambulance unit with the Boer forces. After the 
war he resumed his studies, qualifying M.B., Ch.B., in 1904. 
He was considered the outstanding student of his year, win- 
ning the Conan Doyle prize. During his post-graduate work 
in Edinburgh and London he was accepted as assistant by 
Sir Thomas Fraser and subsequently by other eminent medical 
men. He also spent a year in Berlin studying child diseases 

While in London he met and in 1911 married Miss M. M. 
McCammon of Drumgooland, Seaforde, Co. Down, Northern 
Ireland. On his return to South Africa he practised in turn 
at Steynsburg, Taungs and Knysna. During the first World 
War he served in the Medical Corps in South West Africa, 
afterwards becoming Chief Medical Adviser to the Adminis 
tration of South West Africa. In this capacity he organized 
the medical services of the Territory, earning the respect not 
only of his South African colleagues but also that of the 
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Inleiding van President. 
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A. H. Tonkin, 
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Kaapstad. 
18 Augustus 1953 


German medical fraternity. A man of considerable interests, 
he interested himself in the Kalahari Bushmen, on which 
people he was recognized as an authority. He founded the 
South West Africa Scientific Society, which has been respon- 
sible for many notable publications on the Protectorate. 

In 1928 he took the D.P.H. in London, and in 1930 joined 
the Union Health Department. His first appointment was 
in the Eastern Province and Transkei, with headquarters in 
King William's Town. He was concerned principally with 
typhus fever. In 1931 he was sent to Natal and became 
responsible for the organization of malaria control in the 
sugar belt and Zululand, during which period he disproved 
theories previously held as to breeding habits of the A 
costalis mosquito. 

From 1933 until his retirement in 1938 he served on the Wit 
watersrand. He was concerned with public health on the Reet 
and lectured in Epidemiology at the Witwatersrand Universit, 
During this period he embarked upon the work for which 
he will be chiefly remembered—he became engaged in plague 
control throughout South Africa. In this field he was out- 
standing and his work is now regarded as the basis of plague 
control not only in South Africa but further afield. On 
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Introducing 


FOR MILD FORMS OF PAIN 


* Aspirin and phenacetin are effective and useful, and a sedative effect is obtainable if a barbiturate is 
combined with them... The reputation of codeine as a pharmacologically useful drug is at present 
waning, for the analgesic effect of the compound tablet of codeine B.P. is probably due more to its 
content of aspirin and phenacetin than to the | er. (8 mg.) of codeine present. It is a weak analgesic 
even when given in full doses.”* (Brit. Med. J. 1952 (Oct. 25th) ii, p.928). 

Tercin combines aspirin and phenacetin with a barbiturate. It is intended for a 
the relief of all those mild forms of pain for which Tablets of Aspirin, Phenacetin 
and Codeine have hitherto been prescribed. Tercin is available in tablets containing 
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retirement his services were 


War After the war 


Club. 
many years of work on the 
subsequently in his own home in the district 


In 1950 he was appointed Chairman of a Commission to 
Bushmen. _ 


determine means of preserving the Kalahari 
health however prevented his taking up the appointment. 

Dr. Fourie is survived by his widow 
iS a mining Engineer. 


serving with the S.A.ALF 
Dr Nico van der Merwe 


(Cape Town) writes: 


Dr. ALBERI 


Dr. E. Katz (Tweespruit) writes: On 1 September 1953 Dr 


Albert Ruben of Tweespruit. O.F.S., passed away at the age 


of 66 vears. 


He died as he lived. in harness, at the wheel starting to 
Five years of severe suffering borne with 
the utmost fortitude had never deterred him from working 


visit his patients 
trom morning till late at salus 
was foremost in his mind. 

Born and educated in Bielefeld, Germany. 
studied at Freiburg, Berlin and Breslau, he orginallly had a 
large panel-practice at Breslau 


night aegrotu’ suprema lex 


medical degree at Dublin to enable him to practice in the 
British Commonwealth and South Africa. He loved to work 
for the underprivileged and poorest in the Mission. 

After some years of working under great 


with a few beds under the most primitive conditions, 


PASSING 


of SoutH Aprica : DEPARTMENT OF HEALTH 


- 


BULLETIN No. 35 oF 1953. FOR THE 


THurspay, 27 AuGusr 1953 


Days ENDED 


PLAGUE 
Nil. 


SMALLPOX 
Nil. 


IYPHUS PEVER 
Nil. 


EPIDEMIC DISEASES IN OTHER COUNTRIES 


At date of latest available information there existed 

Plague: Nil. 

Cholera in Kakinada, Bombay, Calcutta. Madras, Visakha- 
patnam (india). 

Smallpox in Bombay, Calcutta, Cochin, Kanpur, Madras, 
Masulipatnam, Nagapatinam (India); Saigon-Cholon (Vietnam): 
Phnom-Penh (Cambodia). 

Typhus Fever in Cairo (Egypt). 


Mepicat Liprary, UNIVERSITY OF Cape Town 


In order to facilitate and expedite the move to the new build- 
ing the Medical Library will be closed during the forthcoming 
short vacation, Le. from 21 to 26 September inclusive. 

The library will re-open on 28 September in the new 
Medical Library Building, Anzio Road, Mowbray. 

No books or periodicals will be issued or discharged during 
the week that the library is closed. 
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retained as plague consultant. 
which duties he relinquished on enlisting in the last World 
he retired to Plettenberg Bay, where 
he was one of the founders of the Plettenberg Bay Angling 
He interested himself in flora and fauna and put in 
Robberg Nature Reserve and 


and eldest son, who 
His youngest son Andrew McCammon 
(Jumbo) Fourte, was killed in a flying accident in 1942 while 


It was during 
the early part of 1940 that I first met Louis Fourie, in Wind- 


and having 


In 1931 he decided to devote his 
work to the Roman Catholic Mission, and he took his second 


hardships in 
British Bechuanaland he started the now well-known Benedic- 
tine Mission Hospital at Nongoma, Zululand, which he began 
and 
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hoek. where he was the Senior Medical Officer to the South 
West Africa) Command—and I shall always treasure the 
memory and friendship of this remarkable man. His tall 
physique and commanding presence fitted in with his warm- 
hearted generous nature. He was an unusually gifted man, 
and he shared his knowledge and experience freely His 
powers of observation were quite exceptional, and this was 
in a great measure the basis of his outstanding fieldwork 
in connexion with rodents, etc. concerned in the spread ot 
plague. His interests were wide and remained so until the 
time of his death. He possessed quite exceptional knowledge 
of the Kalahari Bushmen. He was a keen gardener, and 
his latter \ears were spent, together with his wife, in creating 
a garden to visit and always to remember, on a virgin site 
overlooking the Indian ocean 

We wish to tender our sincere sympathy to his wife and 
only remaining son. Like his garden. his lifework shall be 
a living memory 
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which under his guidance became one of the most modern 
hospitals with 120 beds at the time of his leaving after more 
than 10 vears’ mission service 

At Tweespruit he continued his hard work amongst the 
poorest as District Surgeon, always trying to help and to 
improve their social conditions. As a physician he had out 
standing knowledge and ability, and was highly esteemed by 
all his patients not only as their medical adviser, but also as 
a rehable friend. Professional! honesty and honour were 
upheld by him to the utmost, 

Evers spare minute, usually only at might time, he spent 
with his beloved books, trying to acquire more and more 
knowledge not only medicine, but alse philosophy, 
history and the classics, which he loved dearly. 

As m) partner he was the most loyal and reliable friend 
and co-worker, always ready to impart his knowledge and to 
give advice 

May he rest in peace 


IN DIE VERBYGAAN 


COLLEGE OF PHYSICIANS AND SURGEONS OF SOUTH AFRICA 


The Committee is pleased to announce that certain differences 
of opinion which existed between medical practitioners in the 
Southern Transvaal and the Committee have been settled, and 
in response to a request from representatives of those prac- 
titioners the Committee has agreed to the extension of the 
closing date for the receipt of applications from Founders 
to 30 November. In the circumstances it is probable that the 
Inaugural Meeting will be held early in the new year. 

UNiversity of Cape Town 


Mepicat STUDENTS COUNCIL, 


“RECENT ADVANCES SERIES OF LECTURES 


The last in the above series for this year will be held on 
Wednesda\, 30 September, in the Physiology Lecture Theatre 
of the Medical School, Mowbray, Cape, at 8.15 pm. It 
will take the form of a Symposium on some aspects in the 
tield of Medicine to be detailed later. The speakers will be 
Professors Forman and Brock of the University of Cape Town 
and Dr. Donald Hunter of the University of London. All 
practitioners are cordially invited to this very interesting 
evening 

Lede word daaraan herinner dat die Vereniging ‘n ooreenkoms 
met die Atlas Versekeringsmiatskappy het waarvolgens hulle 
versekering kan aangaan wat hulle dek teen eise deur derde 
partye of wat uit hul praktyke voortspruit. 

Volgens ooreenkoms met die Federale Raad bevat die polis 
spesiale bepalings wat alleenlik op lede van die Vereniging van 
toepassing is, en wat deur geen ander maatskappy aangebied 
kan word nie. 

Navrae kan aan die kantoor van die Vereniging (Posbus 643, 
Kaapstad), of aan enige kantoor van die Atlas Versekerings- 
maatskappy gerig word. 
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ALLERGY 


CLINICAL 


Clinical By French K Hansel, M.D., M. S. 

(Pp. 1005, with figures. £7 8s. 9d.) St. Louis: The 

Cc. V. Mosby Company 1953 
Contents 1. The Termimnolouy of Allergy History of Allergy 2. The 
Basic Concepts of Anaphy!lax and Allergy 3. Introduction to Clinical 
Allergy 4. Serum Allergy and An aphyla tc Shock S. Allergy to Biology 
Products 6 Entomoxgenous Allergy Allergy to Drugs 8 Foods as 
Allergens ¥ Ihe Pollens im Hay bever 10 Allergy to Fungi— 
Atmospheric Types 11. Allergy to Inhalants (Nonpollen) 12, History 
Taking and Diagnosis 13. Supphes and Preparation of Dilutions i4 
Methods of Diagnostic Testing in Allergy 1S. Serial Dilution Testing or 
Titration lo. Nose and Paranasal Sinuses Physiology Biochemistry, 
Bacteriology 17. Nose and Paranasal Sinuses Histology and Histo- 
pathology 18. Allergy in Otolaryngology Introduction 19. The Nasal 
and Sinus Manifestations of Allergy 20. The Cytology of the Secretions 
m Allergy 21. Roentgenographic Examination of the Paranasal Sinuses 
22. Diagnosis and Differential Diagnosis of the Nasal and Sinus Mani 
festtations of Allergy 23. Paranasal Sinus Complhcations im Allergy 
24. The Local and Surgical Treatment of the Nose and Paranasal Sinuses 


25. Hay Fever 
Pollen and 


Symptomatology and Diagno sts 26. The Chemistry of 
the Immunology of Hay Fever 27. The Treatment of Hay 
Fever 28. Allergy in Otology 29 «Allergy in Ophthalmology ”) 
Bronchial Asthma Pathology and Classification 31. Bronchial Asthma 
Clinical Course and Diagnosis 42. The Sinuses and Asthma. 33. Broncho 
logy in Respiratory Allergy M The Otolaryngologic Lesions of 
Angioedema and Urticaria 3S. The Primary Management of the Allergic 
Patient %. Respiratory Allergy Symptomatic Treatment 37. The 
Antihistamines 3 ACTH and Cortisone 39 Treatment of Allergic 
Manifestations by Immunologic Methods. 40. Allergy in Children. Causes 
and Prevention 41. Allergy im Children Respiratory Manifestations 


42 Allergy in Children Paranasal Sinuses, 43. Allergy in Children 
Gastrointestinal and Other Manifestations. 44. Allergy in Children 
Dermatoses Gastrointestinal Allergy 46. Food Allergy 47. The 


of Food Allergy 48 
49. The Urticarial Dermatoses 


Treatment Dermatological Manifestations of Allergy 


Urticaria, Angioedema, Erythema Mult: 
forme, Purpura SO. Allergic Dermatitis 5! Dermatophytoses and 
Dermatophytids Fungus Infection and Allergy S2. Cerebral Allergy 
Allergic Headache, Migraine $3. The Relation of Allergy to the Cardio 
vascular System 


Though allergy has now become a specialty its clinical versa- 
tility still confronts and confounds the general practitioner in 
all phases of practice since he is often the first to encounter 
it. With Man an integral part of the environment the possi- 
bilities of contact with allergens are practically unlimited 
The occurrence of ocular, respiratory, dermatological, gastro- 
intestinal and otological ‘ effects’ is not, therefore, surprising. 
It is, however, only ‘effects’ after repeated contact, which 
indicate the altered physiological reaction that is recognized 
clinically as allergy. As this may occur in any or all of the 
germinal layers, allergy must be considered in practically all 
differential diagnoses (and specialties) with few exceptions 
Since this book is ‘a complete text on the subject of general 
allergy* all may confidently search for, and find, guidance 
within its pages Some 25 years of solid clinical experience 
provide the foundation for the expert handling of all aspects 
of this subject, and separate bibliographies are appended to 
each ‘clinical field’. As the greatest allergic impact. clinically. 
is upon the nose, sinuses and bronchial tree. it is not sur- 
prising these sections receive detailed attention. The author 
forcefully advocates routine secretion-microscopy for diagnosis, 
in order to ‘eliminate guessing’ Though recognizing the 
offending allergen is the key to successful management, Dr 
Hansel rightly stresses the need of controlling contributors 
factors, aside from primary allergenic agents. It is ironical 
that antihistamines, ACTH and Cortisone, which are of such 
symptomatic benefit to the allergic patient. should also endow 
him with fresh allergens and extra patho-physiological hazards 
Regarding skin-test reactions the author crvstallizes Racke- 
mann’s contention that these represent past, present or future 
‘potential’ sensitivities via Cooke's dictum that reproduction 
of the allergy by re-introduction of the allergen is the final 
arbiter of allergenic specificity. In general. multiple sensiti- 
vities are the rule, and common substances usually the 
offenders. One or two minor typographical errors and some 
indistinctness in the X-ray reproductions excepted, the book 
is excellently produced. It is possible that repetition is 
unavoidable in a book of this type but such occurrences 
undoubtedly add to production costs. However these are 
minor faults weighed against overall value. and the author 
is to be complimented on producing a book that can be 
recommended without reservation 
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REVIEWS OF BOOKS 


Sameny atting 


treklike 
reseksie word bedoel die verw) dering van een of meer seg- 
mente van ‘n long sonder om 
soveel as moontlik gesonde longweefsel behou word. Hierdie 
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LONGCHIRURGIE 
Deur K. K. M. F. Seghers. 


Segmentresectie van de Long. 


(Bl. 384, met illustrasies.) Assen: Van Gorcum. 1953. 
Inhoud Inleiding 1. Anatom 2. De Indicaties De Operaticve 
Techniek 4. Prac- en Postoperatieve Behandeling. $. Het Postoperatieve 
Verloop 6 Resuitaten van Het Naonderzock Ziekteveschiedenissen 


Summarys Resurn Zusammenfassung Literatuurliyst 


Hierdiec proefskrt word in ‘n 


sagteband boekvorm op aan- 
gianspapier as 


monografie uitgegee. Met segment- 
‘n hele lob weg te neem, sodat 


werk 1s hoofsaaklik op tuberkuleuse gevalle gedoen in die 


chirurgiese kliniek te Groningen en die Tuberkulose Sana- 
torium te Appelscha, Nederland. 


Die anatomie van die longe word uitvoerng behandel met 


veral die klem op die segment-anatomie met ele bronchi en 
bloedvate. 


‘n Interessante historiese oorsig hieromtrent word 
1880 weergegee: veertig uitstekende afbeeldings, met 
verskere diagramme, ens. verskaf verdere duidelikheid. Die 
enigste wat afgeskeep word, is die belangrike limfklierver- 
spreiding om die bronchi. 

Die hoofstuk oor die indikasies vir segmentreseksie is ietwat 
kort en meesal word klem gelé net op tuberkulose in ver- 
skillende voorkoms; verder word brongiéktase, kiste, chroniese 
longabses en goedaardige tumore net kortliks genoem. 

Die operaticewe tegnieke word breedvoerig behandel, dic 
pre-operatiewe versorging, verskillende liggings by operasie en 
narkose word afsonderlik bespreek met verskeie tllustrasies 
ter opheldering. Die postoperatiewe versorging word sorg- 
vuldig uiteengesit en in sestien tabelle die voorkoms van elke 
komplikasie aangetoon en bespreek. Behalwe atelektase en 
kollaps—waartussen die skrywer ‘n interessante verskil maak 

-is die postoperatiewe verloop dieselfde as na lobektomie. 
In sy opvolgende ondersoeke word veral gelet op die sputum, 
die pulmonale klagtes, pyn, misvorming van die toraks, 
die arm en skouer funksie, terwyl die funksionele toestand 
van die longe uitvoering in tabelle weergegee word. Die 
sestien Réntgenfotos is in verhouding tot die 519 gevalle aan 
die geringe kant en dui alleen aan ‘n tuberkuloom en kaverne 
voor en na_ reseksie. 

Die boek sluit af met 155 bladsye van fyn druk waarin die 
siecktegeskiedenisse van 519 pasiénte oor die jare 1941-52 
beknop weergegee word, dan ‘n viertaligesamevatting met 'n 
I\s van 238 literatuurverwysings. 

Hierdie werk sal van groot waarde wees veral vir die 
torakschirurg, maar ook sal die internis baie voordeel hieruit 
kan put. Dit word graag aanbeveel. 
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Cin, FOUNDATION COLLOQUIA ON ENDOCRINOLOGY 


Ciba Foundation Colloquia on Endocrinclogy, Vol. V 
Bioassay of Anterior Pituitary and Adrenocortical 
Hormones. Edited by G. E. W. Wolstenholme, O.B.F., 


M.A... M.B.. B.Ch. (Pp. 228 + xv, with $3 ilustrations 
28s.) London: J. & A. Churchill Limited. 1953 
Contents 1 General Principles 2. Thsrotrophic Hormone 3. Gonado- 
trophins and Prolactin 4 Growth Hormone § Adrenocorticotrophic 


Hormone 6. Adrenocortical Hormones Index 


This is the fifth volume of a series recording the proceedings 
of 12 colloquia on endocrinology as organized by the Ciba 
Foundation. This volume records the papers presented and 
the discussion thereon at a colloquium held in March 1952 on 
the bio-assay of pituitary and adrenocortical hormones. Fifty 
research workers, mostly British but including visitors from 
France and the U.S.A.. attended this conference. under the 
chairmanship of Prof. J. H. Gaddum. Sc.D., F.R.S., of Edin- 
burgh 

There is an introductory paper by Dr. A. Segaloff of New 
Orleans on the * Requirements for clinically useful endocrine 
issavs . Twenty-one papers, each with a useful bibliography, 
follow. Most of these papers deal with recently developed 
or recently improved methods for the bio-assay or testing of 
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the various hormones, viz.: the thyrotrophic hormone, the 
gonadotrophins, luteotrophin, prolactin, the growth hormone, 
the diabetogenic activity of the growth hormone, A.C.T.H 
and the adrenal steroids. Chromatographic methods for the 
determination of urinary gonadotrophins and of a variety of 
steroids in blood urine and tissue are described. Of special 
nterest are papers on a semi-quantitative method for the 
estimation of A.C.T.H. activity in plasma. on a polarographic 
method for the estimation of 3-ketosterords in blood in an 
attempt to measure adrenal function. and on eosinophils, 
Ismphocytes 17-hydroxyvcorticosteroids as indices of 
adrenocortical activity Of some direct clinical interest are 
on the clinical use of gonadotrophins and on the 


papers 


A ON CORLISONE AND WOUND HEALING 


lo the Editor: There have been numerous references in the 
literature over the last few years to the delaying effect of 
cortisone on wound healing 

The following case iijlustrates the truth of this in one instance 
and the falsity in another: 

Mr. X, aged 49, had been under the care of the physicians 
tor 2 years and during this period had been given approxi- 
mately 50 mg. of cortisone t.d.s. for his severe rheumatoid 
arthritis with ver) beneficial effects as far as the control of 
his pain was concerned. During this time he developed several 
abscesses in various parts of his body and one of these in his 
calf was opened to lei out some thin whitish-yellow pus from 


which no organisms were cultured. This incision took 15 
months to heal 
During the last year of his treatment he had developed 


recurrent pain in the epigastrium and on the day of his admis 
sion to hospital (19 March 1953) he had vomited 6-8 oz. of 
dark clotted blood. Conservative measures were taken to 
control this bleeding and for some days he responded well 
However on 5 April 1953 it was obvious that serious bleeding 
was once more occurring. The blood pressure. which had 
risen to 150/60. had now again dropped to 90/45 and the 


patient was pale, sweating. etc. Haemoglobin was 50% 
Several large melaena stools were passed. This cycle was 
repeated several times and with reluctance the physicians 


decided that a surgical approach to the problem might be 
indicated. 

1 approached the case with even more reluctance. Would 
the anastomosis heal? Would the abdomen heal? 

A large gastric ulcer was found eroding the pancreas and 
a Bilroth I type of gastrectomy was done without any diffi- 


culty. The rectus sheath was stitched with interrupted thread 
sutures and through-and-through silk tension-sutures were 
used. These were kept in situ for 14 days and healing was 


apparently in no way delayed. 

The case was followed up in the out-patient department 
and the abdominal wound appeared to be well and strongly 
healed 

Cortisone was administered in an increased dosage before 
and after the operation and has been continued since 

For the last 3 weeks the patient has been suffering epigastric 


pain related to food and a barium meal reveals that he has 
developed an anastomotic ulcer. A_ gastric analysis shows 
that the patient is achlorhydric. Anastomotic ulcers after 
gastrectomy for gastric ulcers are a rarity. Since acid has not 
caused this ulcer. what has? It is cortisone? and was 
cortisone the cause of his first ulcer? 
J. R. Fry linck. F.R.C.S 

Surgeon (Tutorial), Department of Surgery. 

University of the Witwatersrand, and 
Johannesburg Surgeon, Johannesburg Hospital 
> September 1953 

ARTICLES ON Matters IN THE Dairy Press 

lo the Editor: 1 agree wholeheartedly with Dr. B. G 


Shapiro's letter on amphetamine in the Journal of 29 August 

1953. and with his general remarks on the tendency to make 
fetish of conservatism 

Articles are published on the dangers of various methods 
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clinical applications of the assay on pituitary and placental 
gonadotrophins 

This colloquium indicates how rapidly advancing but com- 
plex and confusing is our knowledge of this field of endo- 
crinology. Methods for assay of the hormones seem elaborate 
and uncertain. There appears, however, to be hope that many 
of the will become sufficiently simplified, specific and 
accurate to pass eventually from the field of research into 
that of practical clinical application 

This volume should prove of great value to the research 
worker in biology and to the endocrinologist. It should be of 
value to the pharmacologist, physiologist and biochemist, but 
it may prove of little interest to the clinician. 


tests 


of treatment, and are faithfully reprinted in the South Affican 
press. It is eXasperating to have to argue an intelligent 
mother into allowing you to give antibiotics to her sick 
child because she has read articles about their ‘ dangers’. 

1 quote a passage from the East London Daily Dispatch 
of to-day : 

‘A warning to doctors that their indiscriminate prescribing 
of sedatives and sleeping pills is tending to make for a nation 
of drug addicts is contained in an editorial in the latest issue 
of the British medical weekly The Practitioner. 

‘It would be easy, says the editorial, for a modern Chester- 
terton to produce quite a convincing thesis that the present 
lackadaisical outlook of Britishers, so repeatedly castigated 
by the Chancellor of the Exchequer, is a symptom of chronic 
national barbiturate intoxication. 

* The medical profession is charged with having gone astray 
in failing to realize that prolonged medication with even 
smallest amounts of barbiturates can lead to addiction.’ 

Is this type of warning really justified? 

L. Albert. 


Strelson House. 
44 Union Street, 
Fast London. 

3 September 1953 


THe Mepicat Councit ELection 


To the Editor: In his letter of 29 August, Dr. R. Lance Impey 
raises the question of the forthcoming Medical Council dhe 
tions, and he says, ‘The 10 elected members should be 
~ hand-picked ” each because of the very specialized type of 

work, but never to represent the interests of this or that 
group within the profession’. Dr. Impey’s idea is a very 
noble one, but unfortunately it is quite impracticable under 
present circumstances where the Council itself deals with 
matters in which sectional interests are vitally concerned 
Since in any case we shall be voting for the election of only 
a minority of members of the Council, it is more than ever 
important that sectional interests should be adequately repre- 
sented 

This problem probably does not arise in other countries, 
where the medical councils do not have the authority to 
differentiate the rights and privileges of classes of practitioners 
on their registers. 

In past Council elections personal popularity of the candi- 
date must have weighed heavily, but it now becomes impera- 
tive that the voters know each candidate’s platform before 
the election. 

Dr. Lance Impey, at least, 
columns, has indicated quite 


in his periodic reviews in these 
clearly where he stands on the 
one question—specialist registration. It is important that the 
prospective candidates should indicate their views, not only 
on this one matter, but in all the important issues which are 


facing the profession to-day. I hope the Journal will give 
adequate aie to such views before the elections, for we 
now realize the enormous importance of the Council's 


influence and authority over practically every aspect of the 


practitioner's life 

A. D. Bensusan 
7 St. Paul's Road. 
Upper Houghton, 
Johannesburg. 
3 September 1953 
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SPECIALISTS 


REGISTRALION OF 


lo the Editor: 1 am surprised that in such vital matters to 
the profession, some correspondents are hiding behind a 
nom de plume, tor 1 feel that ut ts important to know the 


names of senior colleagues who are writing on these subjects. 
am 


also surprised that man) correspondents are com- 
pletely missing the points rarsed by general practitioners in 
connection with the specialist register There can be no 
question hatsoever of pe rsonal antagonisn hetween specialist 
and weneral practitioner, for wt would be ridiculous to con 


temp ate the divorce of specialists from modern medicine 


Ihe point at issue ws the role and status of the speciaiist 
and the G.P. respectively Is the specialist to be permitted 
by law to charge higher tees than the G.P. for the same 
service, Merely because he is on the specialist register? The 


question may appear ideal to the specialist who has studied 
many eXtra years to attain registration; but the position is 
xrossly untair to the G.P., and scandalous as tar as the public 
are concerned. It is most important that the specialist should 
become a consultant only, in the same manner as a barrister 
in the legal profession; and in the réle of consultant there 
can be no denying that he is entitled to a higher fee. 

The point at issue is whether the profession and the public 
would prefer consultant status to the status created by the 
present specialist register; and the recent Medical Associa- 
tion plebiscite seems to have completely missed this point 


7 St. Paul's Road A 
Upper Houghton, 

Johannesbure 
September 


D. Bensusan 
1983 


BANit 


lo the Editor: Both Dr. Purcell and Dr. Grek in the Journal 
of 22 and 29 August misinterpret our findings. 

Dr. Grek admits the * well-known fallibility of the sero- 
logical tests for syphilis’ but dismisses the matter in a sen- 
tence It us this very fallibility which is the crux of the 
whole problem. If fallible, to what degree? By accepting 
unreliable standards one’s approach to venereal disease 
becomes an unscientific hazard and one is wasting time and 
the State's funds in treating cases on unsatisfactory evidence. 
Dr. Grek describes the proper text-book management of a 
syphilitic case with radiological studies and C.S.F. examina- 
tions. We share his idealism and expect such investigations 
in hospitals with relatively few syphilitic patients, but in 
clinics the facilities are not available. For practical purposes 
the signpost to syphilis is the serological test. 

Let us examine the problem on a population basis. We 
have quoted 30°, sero-positivity in our antenatal clinics. In 


Bloemfontein, Germiston and Springs the figures are 21%, 
40%, and 24 


SYPHILIS 


SeTO-positivits A rough average of 30%, 
would probably represent the adult sero-positivity in Native 
urban areas. What percentage of these cases are latent? 


In our clinic from a total of S06 consecutive cases only 84%, 
had no clinical signs of syphilis. These figures represent tens 
of thousands of cases throughout the country. The figures 
are derived from the test and if the test is fallible we are 
certainly paying a high price for it 

Dr. Grek supplies evidence as to the extent and severity 
of tertiary lesions and is surprised at our uncertainty con- 
cerning these effects. Let us examine his evidence. 

1. He states that there were 1.085 Bantu deaths certified 
as due to syphilis in the Union in 1947. We are surprised 
at this low figure. Congenital syphilis takes a tremendous 
toll of Native babies. Unless these figures are stratified into 
age-groups they form no evidence regarding the death rate 
from the late manifestations of syphilis. How small this is 


is shown by the following figures from the Medical Officers 
of Healths’ reports: 


Deaths from Native 
Tertiary Syphilis Population 
Bloemfontein 1948 l 38,600 
Nigel 1948 ? 24,000 
Brak pan 1946 1 55,000 
2. * Neurosyphilis is still a major problem. 7°, admissions 


to Westkoppies Mental Hospital in 1952 were due to sv 
This represents 61 cases in a 
Sixty-one cases taken over the 


hilis. 
selected population 
syphilitic population 


very 
whole 
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available tor admission to Westhoppies is 


an 
ate and not a major problem. 


insignificant 


3. The evidence concerning cardio-vascular syphilis 1s also 
misleading The figures quoted represent a hospital popula- 
tion, where there 1s a concentration of pathological entities. 
It is most fallacious to apply such figures to the genera! 
population Dr. Grek quotes Brusgaard As one of us 
(S. B. S.)° has written, one could hardly pick up a paper on 


venereal diseases 


without 


finding some reference to Brus- 

vaard’s outdated assessments, the only certainty of his figures 
being that the, would be incorrect 

Dr. Grek states. *This high incidence of late syphilitic 

lesions us indicative of a very large reservoir of true latent 

syphilis” (Cour italics) This didactic conclusion founded on 


inadequate evidence can neither advance our knowledge nor 
solve the problems of syphilis in the Bantu. 

The difficult, of statistical evaluations is 
almost as much statistical knowledge 
as to assess the figures. We ourselves have stressed the value 
of detailed stratiheations.' In our article no inferences are 
drawn trom a few cases, but small numbers cannot be omitted 


that it requires 
to interpret the results 


without making the totals meaningless. As the number of 
cases was limited we did not further stratify our ‘ early” cases 
into prima earl, secondary and late secondary. However, 
we have taken Dr. Purcell’s advice and divided the ‘early * 
cases in Table Il of our article into primary and secondary 
syphilis. The results are given in the following table 
Primary Secondar\ 
Pos Nev Nev Pos Neg New 

Penicillin 

3 million units 10 s 44 7 6 46 

6 million units 22 s Is 12 3 20 
Mapharside 44 10 40 

Total ww 17 46 34 19 56 


These figures indicate little difference between the primary 
and secondary groups, and do not confirm Dr. Purcell’s 
suggestion that the earlier syphilis ts treated, the better the 
result. Yet we are convinced that Dr. Purcell’s assertion is 
correct and that it is not the results nor the statistics that are 
at fault. but the very foundation of thx that is to say. 
the test is not measuring accurately the presence or absence 
of syphilis. The reason for our belief is that apart from the 
above figures there were 27 cases of sero-negative primary 
s\philis. Owing to lack of facilities the diagnosis was not con- 
firmed by dark-field examinations but the clinical manifesta- 
tions were clear enough to leave littie doubt. Not one of 
these cases developed a positive serological reaction either 
during or after treatment. Here we have a 100%, cure rate: 
vet, in the same type of case, when the test had become posi- 
tive even with the best therapy available (6,000,000 units of 
P.A.M.) only 18°. had become negative 

In view of the unspecific nature of the tests is it not most 
probable that the presence of reagin and not the syphilitic 
antibodies is being measured and that sero-positivity does not 
reflect the presence of syphilis in these cases? It is quite 
possible that the severe eruptive nature of the disease as seen 
in the Bantu can be correlated with the production of large 
amounts of reagin. It is known that the skin is the chief 
source of reagins? and that pronounced early reactions witn 
severe cutaneous secondary lesions provide some immunity 
to the later manifestations of syphilis. In this we are certain 
that the Native does react differently to the European 

Surely. if we believe that our drugs are effective treponemo- 
cidal agents then we must rid ourselves of the idée fixe that 
a positive test after adequate therapy still indicates the 
presence of syphilis. With the evidence available it ts far 
more logical to believe that in such cases we are dealing 
with an allergic phenomenon and not syphilis. 


S. B. Sachs and H. Selesnick 


resu Is 


Evaton Health Centre. 
P.O. Evaton 


3 September 1983 
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CORTOMYD 


STERILE OPHTHALMIC CORTISONE-ALBUCID SUSPENSION 


Combination of CORTOGEN (Cortisone) Acetate and 
STABILIZED ALBUCID Soluble (SODIUM SULAMYD 
Sodium Sulphacetamide) 10°, in a STERILE Ophthalmic 
Suspension. CORTOMYD combines in a single STERILE 
preparation the anti-inflammatory action of CORTOGEN 
(Cortisone) and the anti-bacterial effect of ALBUCID Soluble 


CORTOMYD in 5 cc. pipette bottles 


SCHERAG (PTY.) LIMITED, P.O. Box 7539, ont 
JOHANNESBURG 


CORPORATION, BLOOMFIELD, N.J. 


WHAT IS ROTERCHOLON? 


Rotercholon is a new synergistic association of medicaments all of which have an 
mportant action in controlling disorders of the biliary system. 


No narcotics — no disagreeable or harmful side-effects. 


WHAT DOES ROTERCHOLON DO? 


Rotercho'on has a powerful cholagogic and choleretic action 
Powerfully stimulates secretion and flow of bile. Hinders formation of gall-stones, improves biliary 
drainage which relieves spasticity. Stimulates gastric function and intestinal peristalsis. Has mild 
antiseptic action, which favourably influences inflammation of biliary passages. 


WHEN IS ROTERCHOLON INDICATED? 
Important indications for use are: : = 
EXTRA — HEPATIC DISORDERS, such as Cholecystitis, Cholelithiasis. HEPATIC DISORDERS; vat 


Hepatitis, Hepatic insufficiency. Cirrhosis. JAUNDICE due to insufficient permeability of the bile- 
ducts. PREGNANCY DISORDERS of the Hepato-biliary system. DIGESTIVE MANIFESTATIONS 
OF BILIARY ORIGIN: Anorexia, Flatulence, Sensation of Abdominal fuliness CHRONIC CON- 
STIPATION. ENTEROCOLITIS. 


You are invited to write for full particulars and clinical trial supply 
IMPORTERS 
HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, MARAISBURG, TRANSVAAL, SOUTH AFRICA 


Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 446! ; Cape Town, P.O. Box 4838; Durban, P.O. Box 1988 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury, P.O. Box 1691 


| 
aes 
cf 
+ 
x 


S.A. MEDICAL JOURNAL 


The Medical Association of South Africa 
AGENCY DEPARTMENT 
KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177: P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1356) Very well established CAPE TOWN SUBURBAN 
PRACTICE. Outright sale or alternatively partnership share 
available to Gentile purchaser Excellent opportunity to 
acquire a good class practice. Details on application 
(1421) Klein Karoo. Praktyvk gele@ in ryk woldistrik. Geen 
opposisic. Spoorwegaanstelling teen £740 per jaar. Gemid- 
delde jaarlikse inkomste oorskry Premie van £1,500 
sluit in instrumente en medisyne 
(1437) Prescribing practice in Transkei, 90. native and there- 
fore cash. Gross takings over ¢2,000 p.a. including contract 
of approximately £150 p.a. Little night or week-end work, 
definite scope for expansion. No surgery and little maternity 
done. Easy travelling distance from sea. Surgery for hire at 
£5 pm Owner going overseas and therefore prepared to 
sacrifice at £600 for quick sale 
(1424) Western Province practice offering excellent scope 
Details on application 

MEDICAL OFFICER REQUIRED 
(1334) The Umlamh Mission Hospital, P.O. Sterkspruit, C.P.. 
Herschel District, urgently requires an additional medical 
practitioner (senior or jumior). Cape salary scale applicable 
The hospital has 120 beds (medical, surgical, maternity, 
infectious diseases) 
LOCUM AVAILABLE 

Pxperienced bilingual general practitioner with an excellent 
recommendation willing to act as locum in Peninsula or 
environs for November 

ASSISTENTE/ PLAASVERVANGERS VERLANG 

ASSISTANTS; LOCUMS REQUIRED 

(1442) Transkei. Locum or assistant from 1 October (locum 
3 months or assistant 9 months or 15 months) Salary, 
assistant £65 p.m. + £15 in leu of board and lodging. Car 
not essential. Gentile 

(1440) Boland. Vanaf 15 Desember 1953 vir 1 maand. Salaris 
£3 3s. per dag of £2 12s. 6d. per dag plus losies, petrol en 
olie of £2 Ss. per dag plus losies, petrol, olie en motor. Ver- 


kieslik eie motor 
E.N.T. SPECIALIST 
Partnership offered in a growing E.N.T. practice. Two 
appointments at present and a third would be available to the 
incoming man. Premium required £1,250 
OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent opportunity to acquire expanding practice 
with 2 appointments. The area served is enormous and the 
population is steadily becoming specialist conscious. Present 
income approximately £3,000 per year. Possibilities for expan- 
sion are exceptionally good 
CONSULTING ROOMS TO LET 

(1422) CONSULTING ROOMS TO LET, St. George's Street 
Cape Town, Share waiting room, services nurse receptionisi 
sole use of one consulting room 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP. 
(PD1S) General practice established 1941 at pleasant residen- 
tial and seaside resort about 10 miles south of Durban 
Annual income approximately £1,000 No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire from practice as soon as possible. Premium £1,000 
including drugs, surgery and dispensary furniture 
(PD20) Nata! South Coast. General mixed prescribing practice 
Premium £1,000 plus £200 for full equipment of 2 surgeries 
Large proportion of the patients are European visitors, and 
Indians. A lucrative Native practice could be built up if 
dispensing was carried out Immediate introduction 
(PD21) East Griqualand. General mixed practice with net 
profit of £3,000 annually. Premium £1,900, terms if required. 


Excellent opportunity for newly qualified practitioner 
(PD22) Natal 


Prescribing and dispensing country practice 
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Total gross receipts for £3,344 ISs. Yd; 1982, 
t2.817 10s. 6d.. 1953 (3 months), £846 6s. 10d. Premium 
£1,500. includes drugs, consulting room turniture and instru- 
ments. House for sale £5,500 
(PID23) Natal. Prescribing practice particularly suitable tor 
a woman doctor interested in obstetrics and gynaecolog\ 
Total gross receipts for 1950, €1,570: 1951, t1,595. 1952 
(6 months), t1.340; 1953 (3 months), £382. Premium £1.250, 
includes turniture, fittings, instruments, drugs and existing 
book debts 
(PD24) Natal South Coast. Practice suitable for doctor who 
does not want full time work £250 for drugs, dressings. 
instruments, ete No charge for goodwill. - Small house 
on | morgen, £1,600.) Immediate occupation 

PARTNER REQUIRED 
(PDX) Durban. General practitioner offers 45°), partnership 
on 18 months purchase. Applicants should be experienced 
and be able to put down a certain amount of capital 


. 
JOHANNESBURG 
Medical House, 5 Esselen Street, Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat S. Telefone 44-9134-5, 44-0817 
PRAKTYKE TE KOOP: PRACTICES FOR SALE 
(Pr/S82) Excellent non-European practice near Johannesburg. 
Established in 1944. Average annual ner income £2,700 cash. 
Premium required is £2,000 and terms can be arranged. Pre- 
mium includes contents of surgery and maternity ward. 
(Pr/S78) Oud-gevestigde Vrystaatse praktyk met D.G. aan- 
stelling Gemiddelde jaarlikse inkomste oorskre: £4,000. 
Premie van £2,000, sluit medis\ne en apparate in Uitstekende 
geleentheid vir ‘n jong man 
(Pr/S84) Pleasant town in Northern Transvaal, with hospital 
facilities. General practice which was run by seller for 10 
years besides a large non-transterable mine appointment. The 
appointment did not allow time for any Native work—only 
for very few district calls. Net cash income over £1,200 per 
year though only tew hours daily were spent in this practice. 
Premium t500 on terms. Excellent start tor young man 
(Pr/S85) Progressive Transvaal dispensing practice. Excellent 
surgical facilities. Average gross income ¢3.500 per annum. 
Premium required £2,500 and the tollowing terms could be 
arranged: £1,250 deposit and the balance over a period of 18 
months, starting 3 months after cash payment. The premium 
includes drugs, furniture and fittings. estimated at £800. Two 
transferable appointments worth t230) per annum. Scope for 
expansion 
(Pr/S87) Wes-Transvaal. Uitstekende praktyk. Gemiddelde 
jaarlikse inkomste oorskrei £3,000 Woonhuis en spreek- 
kamers te koop of te huur teen t14 en £11 per maand, onder- 
skeidelik. Premie verlang is £1.500 en terme kan gereel word 
Skryf om volle besonderhede 
(Pr/S88) O.V.S. Algemene praktyk met DG. aanstelling 
Geen opposisie. Jaarlikse inkomste ongeveer £3,500. Premie 
van £1,750 sluit in groot voorraad medisyne, instrumente en 
meubels. Hierdie is ook ‘n ougevestigde praktyk 
(Pr/S89) Pretoria practice. Chiefly European patients. Average 
annual income £3,600. Premium t900 for a quick sale 
Premium includes furniture and some instruments, and terms 
could be arranged. 
(P/O24) ‘n Vennootskap word aangebied in Randse 
hospitaaldorp, teen *n premie van £1.500 en terme kan gerec 
word. Dit is ‘n goedgevestigde praktvk en alleen persone 
met ondervinding van chirurgie sal in aanmerking geneen 
word, vandaar die lae premie 
PARTNERSHIP OFFERED 
(P/O21) Halt-share in essentially English-speaking private 
practice in Johannesburg Preferably Gentile with 3 or 4 
years’ experience Premium £2,500 
ROOMS TO LET 
Johannesburg. Consulting room and waiting room to share 
with general practitioner, in medical block, centre city. Fulh 
furnished 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 
Plaasvervanger benodig vir tydperk 4-¢ 
Moet Afrikaanssprekend 
Salaris om gereél te word, vn 


(L/V¥423) OVS 
maande. weens sickte van vennoot 
wees en ere kar gebrutk 
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losies en petrol en olic en 6d. per my! retstoelae vir ritte 
verder as 3 my! 

(L/V425) OFS Locum required tor October Salary 
£3 3s. per day, and all tound) Own car necessary. 
(L/V426) Johannesburg Locum as trom 1Sth November tll 
31st December. Salary t100 pm. plus board and lodging 
Own car necessary Petrol and ol provided. Preferably 
Gentile 

(L/V 434) Transvaal Mine hospital locum for November 
Salary £3 3s. per day. all found and a car provided. 
(L/V435) Reef hospital town, partnership practice. An assis- 
tant is required to start as soon as possible. Own car neces- 
sary Will suit newly-qualitied man. Salary and allowance 
to be arranged 


Transvaal Provincial Administration 
VACANCIES: TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for 
the under-mentioned posts at Public Hospitals in the Transvaal. 
Applications should be addressed to the Medical Super- 
intendents of the under-mentioned Hospitals concerned and 
should contain full particulars as to the age, professional and 
academic and language qualifications, experience and conjugal 
Status of the applicant and should further indicate the earliest 
date upon which duties can be assumed. Copies, only, of recent 
testimonials to be attached. 
Cost-of-living allowance payable at present to full-time em- 
ployees: 
Cost-of-living Allowance 
Salary Married Single 
Over £350 per annum £320 per annum == £100 per annum 


Full-time employees receive in addition to their salaries and 

and cost-of-living allowance, the following privileges: 
Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Pro- 
vincial Hospital or the Provincial Secretary, Hospital Services 
Branch, P. O. Box 2060, Pretoria. 

The closing date of applications for under-mentioned posts 
will be 28 September 1953. 

Hospital Post Emoluments Remarks 

Pretoria Casualty £620, 780, Registered medical 

Officers (2) 820, 860 practitioner. 


(42319) 


Medical Instruments for Sale 
Sterilizer Containers 


Two Simpson Obstetric forceps. 2 Flushing curettes. 1 Sharp 
curette and 1 blunt curette. 1 Cusco vaginal speculum. 1 
Incomplete set of uterine dilators. 

What offers? First cheque of £10 takes the lot. Write 
‘A. S. H., P.O. Box 643, Cape Town. 


Natal Provincial Administration 
VACANCY: ASSISTANY VISITING DENTIST: 
GREY’S HOSPITAL, PIETERMARITZBURG 
Inclusive emoluments—£250 per annum. 
Canvassing of members of any Provincial or Hospital Com- 
mittee will disqualify candidates. 
Applications should reach the Medical Superintendent, 
Grey's Hospital, by 26 September 1953. (AD 7783) 


Practice for Sale 


Practice in North-Western Cape, established 44 years. Only 
doctor in extensive area. Two appointments. Gross income 
£4,200. Sale includes house in spacious grounds and separate 
consulting rooms on premises. Price £5,000. Write ‘A. S. IL’, 
P.O. Box 643, Cape Town. 


Rooms for Sale 
Furnished rooms for sale or to share. Receptionist. Central 
position in City. Moderate rental. Write ‘A. S. J’, P.O. 
Box 643, Cape Town. 
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You must see... 
THE GAME RESERVE 


and vou can do so in comfort! 


bor details of travel anywhere in Africa—or the 
world see your nearest South African Railways 
lrave! Bureau. There are two in Johannesburg 
one im Pretoria, and eleven others throughout 
Southern Africa—or ask your 

local Station Master 
He'll help you! 


Decide to go... 
we do the rest! 


Suture Needles 


Sole Distributors for the Union of South Africa 


125-127 Boston House, Strand St. (P.O. Box 816) CAPE TOWN 
23 Orion House, 235 Bree St. (P.O. Box 2726) JOHANNESBURG 
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Dysmenorrhoea is a oor entity in 
which Gelonida* provides prompt and effective 
relief not only of pain but also of the associated 
mental distress. The anxiety and irritability so 
characteristic of genital disturbances is parti- 


ecularly evident in dysmenorrhoea. 


Gelonida ix beth analgesic and sedative and 


may be confidently prescribed in the treatment 


of pain and anxiety in menstrual distress. 


suppired 


also bottles of 50 a 


+ah 
U J 


nd 100 tablets 


Distributors: CHAMBERLAIN’S (PTY) LTD... 0-10 Searle Street. Capetown. 
Sueeessors to: William R. Warner & Co. Ltd... Power Road. London. 


WHY doctors recommend 


\ good contraceptive must be Safe 
—Easy to use—Aesthetically accept- 


able and harmless. ALL THESE 


QUALITIES ARE FOUND IN 


= KOROMEX PRODUCTS. 


A FILM entitled “THE PHYSICIANS’ 


METHOD OF CONTRACEPTION” in- 
= structing in the fitting and insertion of 
occlusive diaphragms will be shown to Doctors 
VU LCco CHEMICAL COMPANY LTD. and Chemists on request. 


Box 3754 Phone 22-1593 
JOHANNESBURG 


Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MEDICAL ASSOCIATION OF SOUTH AFRICA, 


Mepicat House, 35 Wale Street, Cape Town. P.O, Box 643. Telephone 2-6177. Telegrams: ‘Medical’ 


AVI 
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proudly presents . . . 


the simple method of contraception 


used without a diaphragm .. . 


Physicians and patients have long been demanding @ 
simpler contraceptive method than jelly and diaphragm. 


the barrier is in the base 


To replace the function of the diaphragm, a new 
and better physical barrier, incorporated into 
the Gel itself, was needed—one that could be 
depended on to cover the cervical os effectively 
The new base of PRECEPTIN, achieved by blending 
ie recently developed synthetic gel-forming agents, 
clinically meets this requirement, making it possible to do 


away with the diaphragm. 
proved Preceptin’s new base: 


Of 3760 patients 1. adheres well to the moist cervical mucosa— 
using Preceptin forms a persistent, adherent physico-chemical 
Gel - 99.2 per cent barrier over the cervical os. 


received complete . is more miscible with semen—means 


a protection greater spermicidal potency. 


3. rapidly releases active spermicides—enables 
Preceptin to kill sperm on contact. 


Preceptin Vaginal Gel 


Used with measured-dose applicator. 

COMPOSITION : PRECEPTIN contains the active sperm- 
icidal agents p-Diisobutylphenoxypolyethoxyethanol 
1.00% and ricinoleic acid 1.17% in a synthetic base 
buffered at pH 4.5. 


Preceptin is a registered trade mark and 
procvected by world patents. 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE ENGLANO 
Sole Oistributors 
ETHICAL PRODUCTS (PTY.) LTD. 


ETHICAL DIVISION OF JOHNSON & JOHNSON (PTY.) LTD. 
P.O. BOX 727, EAST LONDON. 
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Hyperacidity: 


— 


| 


Wil 


| 


i 


| Prompt and sustained reltef Minimal interference with 
from pain and discomfort normal digestion 


? Maximal acid-binding Palatable and acceptable for 
capacity prolonged administration 


3 No risk of alkalosis Bland and non-constipating 


Alimex is a pleasantly flavoured and is, therefore, a valuable ad- 
preparation of aluminium hydrox- junct in the medical treatment of 
ide with magnesium hydroxide. peptic ulcer. 

It corrects gastric hyperacidity, 


relieves gastro-intestinal irritation Bottles of & fl. 07 


Literature and further information on request from B.P.D. (S.A.) (P TY.) LIMITED SD 
P.O. Box 8116, 275 Commissioner Street, Johannesburg. Phone: 24-1186. 
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